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SEVEN VARIETIES OF FRACTURE RE- 
SULTING FROM TRAUMA RECEIVED 
WHILE CRANKING AUTOMOBILE 
MOTORS* 

Jacos GrossMAN, M.D. 


Chief of Orthopedic Clinic, Lebanon Hospital, Junior 
Adjunct Orthopedic Surgeon, Lebanon Hospital, 
New York 


This series of cases is reported to demonstrate 
that there is no definite type of fracture that may 
result from trauma inflicted while cranking an au- 
tomobile. In other words, the term ‘“chauffeur’s 
fracture” should be dispensed with, as it does not in 
any way convey to us the type of fracture present. 
It does, however, indicate the manner in which the 
fracture has been sustained. 


Fig. I 


Fracture in this series of cases was the result of 

1. Indirect violence, due to a “kick back” from 
the handle at the height of compression so that the 
ball of the thumb was jammed backward ; 

2. Direct violence; the rotating handle striking 
the forearm. 

One or both bones of the forearm were fractured 
at the lower. or middle thirds. 
_ Fourteen cases comprise the series. Thirteen cases 
were of fracture on the right side and one of the left 
side. 

The seven varieties of fracture were: 

I. Comminuted of the lower end of the radius— 
2 cases. 


"Cases demonstrated at a meeting of the Bronx Surgical Society, 
May 28, 1924. 
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2. Epiphyseal separation, lower end of the radius 


3. Incomplete fracture of the lower end of the 


radius—I case. 


Fig. 2 


4. V-shaped or Barton’s fracture of the lower end 


of the radius—4 cases. 


5. Fracture through what had béen the epiphyseal 


Fig. 3 
line of the lower erd of the radius—4 cases, in 3 of 


which there was also fracture of the ulna styloid. 
6. Base of the first metacarpal, Bennett’s fracture 


7. Shaft of the radius, junction of the middle and 
lower thirds, accompanied by fracture of the styloid 
process of the ulna—lI case. 
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ILLUSTRATIVE CASES. 
Type I: 


Harry A., 56, mechanic. While cranking his mo- 
tor, the crank-handle “kicked”, striking his right 
wrist. All the symptoms and signs of fracture of 
the lower end of the radius were elicited. Roent- 
genogram disclosed a comminuted fracture of the 


Fig. 4 


lower end of the radius. Fragments in good posi- 
tion and alignment. (Figure 1.) 

Type 2: 

Chester B., 18, student. Hurt his right wrist while 
cranking his motor. Clinically all the signs of a 
fracture of the lower end of the radius were present. 

The first #-ray report was negative. Roentgeno- 
gram of the normal wrist was then made and after 
comparing, a distinct fracture and separation through 


the epiphyseal line was noted on the side of the 
injury. (Figure 2.) 
Type 3: 


Androvette A., 30, chauffeur. While cranking 


his motor, the crank-handle “kicked back”, striking - 
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his right wrist. All the signs and symptoms of ap 
incomplete fracture of the lower end of the right 
radius were elicited. 

A subsequent roentgenogram disclosed an incom. 
plete fracture of the lower end of the radius, 
(Figure 3.) 

Type 4: 

Leonard F., 24, mechanic. While cranking 
motor the crank-handle “kicked back” and struck his 
right wrist. All the signs and symptoms of a frac. 
ture of the lower end of the right radius were found, 

Radiographic examination disclosed a Barton's 
fracture (figure 4). This is an oblique fracture of 
the lower end of the radius, usually extending into 
the joint. There is seldom any displacement of the 
fragments. The usual location of this type of frac. 
ture is between the site of a Colles’ fracture and the 
articulating surface of the lower end of the radius. 

Baetjer and Waters found this type of fracture to 
be very rare in a series of ten thousand. fractures 


Fig. 6 


around the wrist joint. Four such cases occurred 
in a very small series of fractures resulting from 
trauma inflicted by the crank-handle of automobiles. 
Type 5: 
Elias G., 21, salesman, hurt his right wrist while 
cranking his motor. Signs and symptoms of frat: 
ture of the lower end of the radius and ulna present. 
Roentgenograms showed a fracture of the lower 
end of the right radius at the site of the epiphysed 
line, with slight inward and posterior displacement 
of the lower fragment, and fracture of the tip of the 
styloid of the ulna (figure 5). 
Type 6: 
Edward R., 24, chauffeur. While cranking his 
motor the crank-handle “kicked back”, forcing lis 
right thumb upwards. There were signs and symp 
toms of a fracture of the first metacarpal. 
Roentgenograms disclosed a fracture of the bas 
of the first metacarpal (Bennett’s fracture), th 
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small fragment displaced slightly mesially. (Figure 
6.) 

Type 7: 

Thomas F., 21, chauffeur. While cranking a Pack- 
ad motor the crank-handle “kicked back”, striking 
his right forearm. Examination revealed fracture of 
the shaft of the radius and of the styloid of the ulna. 
Roentgenograms showed a complete fracture of the 
shaft of the radius at the junction of the middle and 
lower thirds, the distal fragment displaced outward, 
and a fracture of the styloid of the ulna (figure 7). 


Fig. 7 
CONCLUSIONS. 
1. The term ‘“‘chauffeur’s fracture” should be dis- 


continued. It is a misnomer and does not indicate 
the type of fracture present. 

2. A “kick back” of the crank-handle does not pro- 
duce a specific type of fracture. 

3. In spite of self-starters, fractures resulting 
from cranking motors are not at all uncommon. 


CONCERNING THE TECHNIC OF RADICAL 
MASTOIDECTOM Y* 
Epwarp B. Dencu, M.D., F.A.C.S. 


New York 

The object of a radical operation is to remove all 
diseased bone from the middle ear and the adjacent 
bony structures, and to leave a perfectly smooth 
cavity in the bone which will epidermize either from 
without inward or as the result of the application of 
askin graft, applied either primarily or secondarily. 
In the formation of this cavity it is essential, in 
order to obtain a dry ear, that due care be taken to 
dbliterate the Eustachian tube so that as a result of 
a inflammatory process within the nasopharynx the 


"Read before the Otological Section, N. Y. Academy of Medicine, 
October 10, 1924, 
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mucous membrane lining the tube may not prolifer- 
ate and spread over the cavity at the expense of the 
epidermis that already lines it or is supposed to line 
it. It is necessary that there be no recesses in the 
operative cavity, so for this reason the posterior 
tympanic space and the inferior tympanic space must 
be completely obliterated, and the facial ridge must 
be lowered to the extreme limit of safety so that the 
atrium, tympanic vault and mastoid cells will con- 
stitute one large cavity, and that no small recesses 
will be left in which secretion can accumulate. 

The removal of bone in forming this cavity can 
be done with a variety of instruments. Personally, 
I presume that I use the gouge more than any of my 
colleagues. This is because, in my own hands, I 
feel safer in using the gouge than some of the 
other instruments. Many work equally well, how- 
ever, with the curette. In performing the operation 
my first object is to expose the horizontal semicir- 
cular canal and with this as a landmark to thoroughly 
remove all diseased bone, not hesitating to expose 
the dura or sinus if necessary. Particular attention 
must be paid, as before stated, to the complete oblit- 
eration of the posterior tympanic space and the hypo- 
tympanum. My own practice is to do the major 
part of this work with the gouge, finishing up with 
the curette. No recesses must be left, no matter to 
what extent the bony walls must be removed nor 
how closely we come to the facial nerve, as long as 
this structure is not wounded. For cleaning out the 
Eustachian tube I use a small sharp curette, always 
directing the cutting edge of the instrument upward 
and forward so-as to avoid possible injury of the 
internal carotid artery. 

After the cavity is formed, it is necessary to en- 
large the meatus sufficiently to obtain perfect aera- 
tion of the cavity. To enlarge a meatus too much 
is unsightly, but in some cases, particularly in child- 
ren, it is better to err on the side of making too 
large a meatus than to be content with one of insuf- 
ficient size. No radical mastoidectomy cavity will 
remain dry unless it is freely ventilated. My own 
method of enlarging the meatus is to cut a conchal 
flap, base upward, remove the cartilage from this 
and then bend it back on itself and suture it to the 
anterior flap with continuous chromic catgut suture. 
To secure a dry cavity and particularly to preserve 
or improve the function of, the organ, my own pref- 
erence is to apply a primary skin graft at the time 
of the operation. This I do in every case, unless at 
the time of operation I find the ear very foul. The 
primary graft should never be employed in cases 
suffering from an acute exacerbation of the chronic 
condition. To do so I consider hazardous. Expos- 
ure of the dura or sinus is not a contraindication to 
the use of the primary graft. In fact, cases where 
the dura is exposed heal much more quickly than 


Fs 
a 
i 
an 
~ 
oy 
4 
ty 
LEM 
LB, 
i 
4g 
¥ 
+t 


264 BESSESEN—RENAL DECAPSULATION Novemnen, 1924 


JourNnaL OF SuRGERY 


the cases where it is not exposed. In cases suffer- 
ing from an acute exacerbation, in cases where we 
are not certain that the exenteration has carried us 
completely beyond diseased tissue and in cases of 
labyrinthine fistula, wounds of the labyrinth, sinus 
or dura, primary grafting is naturally contraindi- 
cated. These cases may be grafted secondarily in 
from one to three weeks after’ the operation. 

The Thiersch graft should be moderate in size and 
my experience has been that in some cases too large 
a graft is difficult to manipulate. The graft is made 
- to fit the cavity snugly, by first carefully placing it 
over the cavity, depressing it slightly in the center, 
seeing that the margins of the graft are in contact 
with the walls of the cavity, and then exhausting the 
air from below the graft by means of a pipette, after 
the manner of Ballance. The pipette is carried along 
the anterior wall of the cavity until it reaches the 
tympanic orifice of the Eustachian tube. Suction 
then causes the graft to drop snugly into the cavity 
and to approximate itself to the walls by atmos- 
pheric pressure. The graft is then held in place by 
small pledgets of cotton. The deepest pledget, the 
one introduced over the Eustachian tube, is usually 
mounted upon a black silk suture so that it may be 
recognized. Usually from five to eight cotton pledg- 
ets are required to hold the graft in position. The 
cut meatal margin is also covered with the graft. 
Sometimes one graft is sufficient to line the entire 
cavity and to cover the cut meatal margin, some- 
times two or even three grafts are overlapped. The 
best results are always obtained by covering the 
meatal margin with the graft. The posterior wound 
is then closed with Michel clips, and the pledgets 
are removed in from four to six days, The clips are 
taken out at the end of from 48 to 72 hours. 

If the secondary graft is employed, usually the 
same technic is followed. The posterior wound is 
always opened, and granulation tissue that has 
formed in the cavity is removed, so as to leave a 
thin firm bed of healthy granulations. Bleeding fol- 
lowing the removal of these granulations is con- 
trolled by packing the cavity with 1 to 1000 solution 
of adrenalin for a few moments. I may say also 
that adrenalin is used throughout the entire primary 
operation to obtain as bloodless a field as possible. 

This, I think, describes the operation as com- 
pletely as can be done in the time allotted to me. 
I have said nothing about any special technic in cut- 
ting the Thiersch graft. The great requisite is a 
sharp razor. The skin of the thigh, or of whatever 
part of the body from which the graft is taken must 
be stretched tight, and this tension must be kept up 
as uniformly as possible throughout the entire process 
of cutting the graft. Bearing these two things in 
mind no one of the average normal dexterity will 
have the least difficulty in securing a graft of suffi- 


cient size to line the cavity. 

A word about the after-treatment. The cotton 
pledgets are removed from the cavity usually on the 
fourth to sixth day. The subsequent treatment is 
very simple. My own plan is to cleanse the cavity 
by mopping it out with peroxide of hydrogen, full 
strength, and drying it with cotton pledgets and sub- 
sequently dusting boric acid powder over the walls 
of the cavity, for about ten days after the operation, 
Subsequently, after the cavity has been cleansed with 
hydrogen peroxide, I mop the interior of the cavity 
thoroughly with about 60% alcohol. It will be re. 
membered, of course, that only the deeper layers of 
the graft take, and that the superficial layers will 
always exfoliate. The use of the hydrogen peroxide 
and alcohol aids this exfoliation. Of course, there 
will be small areas over which the graft will not 
adhere. After cleansing the cavity in the manner 
described equal parts of boric acid and scarlet red 
will hasten epidermalization. If during the process 
of exfoliation, the discharge becomes rather profuse 
the ear may be syringed once or twice daily with 
rormal saline solution. Too frequent irrigation, 
however, is not to be advocated. Epidermalization 
is usually complete in from two to four weeks after 
the operation. 


RENAL DECAPSULATION FOR NEPH- 
RITIS: A BRIEF REVIEW 
DANIEL H. Bessesen, M.D. 

MINNEAPOLIs, MINN. 

The capsule-stripping operation in nephritis as 
first performed by Harrison in 1896 and later done 
(1898) and published (1901) by Edebohls, has been 
slow in finding acceptance in the field of nephritis 
therapy. The reports of the half hundred or s0 
authors who have felt the wisdom of advocating 
this procedure indicate, however, a fixed place for 
decapsulation in the treatment of nephritis. 

There is such a diversity of opinion as to when 
this operation should be performed as to leave one 
somewhat at a loss. Acute nephritis with anuria has 
been most beneficially relieved, as also has acute 
exacerbation of a chronic nephritis. Chronic neph- 
ritis with edema is only slightly less responsive, 
while chronic nephritis without edema makes only 
a fair showing. The arteriosclerotic kidney has been 
successfully relieved by Edebohls in many instances, 
although other authors? have had numerous failures 
and seem less enthusiastic in this form of nephritis. 
Edebohls applied himself to the treatment of acute 
and chronic nephritis, acute pyelonephritis, hydro 
nephrosis, polycystic degeneration of the kidney, 
puerperal eclampsia, and considered decapsulation 
contraindicated in patients under five years of agt, 
or when the disease is associated with dilatation of 
the heart and albuminuric retinitis. 

Broadly speaking, the kidney may be decapsulated 
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in any case that has a poor prognosis. When other 
means have failed and a fatal outcome is expected 
shortly, decapsulation is indicated. J. S. Fowler? 
states that the operation is not dangerous to life, 
and should be considered in all bad cases. Deaths 
following operation have been reported and great 
care should be exercised during the operation, using 
jocal_anesthesia with or without nitrous oxid, and 
avoiding such other surgical complications as loss 
of fluids, dissolution of lipoids, shock, manipulation 
of tissues with resulting destruction of tissues, loss 
of heat and dissemination of infection. 

The theories explaining the beneficial action of the 
operation are not agreed upon. 

Harrison advanced the supposition that the tension 
of the kidney is relieved. This is apparently the 
case in acute nephritis with anuria, where the tension 
interferes so much with the circulation as to stop 
the excretion of urine. Splitting of the capsule 
allows the kidney to expand sufficiently to start the 
circulation again and thereby again begin the flow 
of urine. 

Edebohls propounded that there was a formation 
of new vessels in the capsule which increased the 
circulation of the kidney. Sanderson-Wells* has 
objected to this on the basis of physiological reason- 
ing. First, he states, the renal arteries are end- 
arteries ; second, the blood supply from the capsule 
is insignificant; third, the renal tissue, once de- 
stroyed, does not regenerate; and fourth, chronic 
nephritis is a local expression of a general disease 
and a cure must remove the cause. Experiments 
showed that a new capsule was formed in a few 
weeks thicker and denser than the normal capsule, 
with fewer vessels. He admits, however, that clin- 
ically cases in extremis, in uremia, eclampsia with 
suppression of urine or completely waterlogged, 
were relieved with astonishing results. So it is the 
theory to which he objects. 

Kidd* reports an oozing on the surface of the kid- 
ney on decapsulation. This leads to the impression 
that the lymph flow of the kidney through the peri- 
renal tissue is in some way impeded and section 
relieves this blockage. Horder® attributed the effect 
to the direct wet cupping of the kidney formed by 
the fluid oozing from the kidney, which is more 
effective than wet cupping of the loin. 

It has been felt that the kidney fat capsule may 
have some relation to the kidney itself, other than 
protective. Walker has found bacteria in the cap- 
sule when not present in the kidney. Rovsing® 
wondered whether splitting the capsule may possibly 
have released some toxic substances that had accum- 
ulated under it and were the source of the nephrosis. 

It would seem that a decapsulation of the kidney 
will allow the kidney to expand, even in chronic 
nephritis with the kidney filled with connective tis- 
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sue, though the expansion must necessarily be small. 
This expansion allows for increased circulation, and 
if regeneration is at all possible, it will take place 
under such circumstances. This swelling may not be 
immediate and hence not observed in all-cases at the 
time of operation. The capsule reforming, does so 
over a kidney somewhat larger in size than formerly 
and it is not until the thickening and contraction of 
the scar tissue capsule has shrunk the kidney to its 
former size that the kidney function returns to its 
former insufficiency. Thus the operation gives re- 
lief in some cases for only a half year or so, in 
others relief is obvious for a period of many years, 
even indefinitely as in cases of acute nephritis. Any 
bloodvessels that form in the capsule may be analo- 
gous to vessels that form in granulation tissue—and 
this has given rise to the variation of opinion in its 
interpretation. Kimmel’ claims to have observed 
microscopically the difference in the circulations of 
kidneys not operated upon and those whose capsules 
have been removed previous to the making of the 
preparation. He does not, however, publish photo- 
micrographs or drawings of his sections. 

As gathered from the literature, improvement is 
noted in approximately 65% of the cases, failure of 
improvement in 20-25% and death in 5-10% of all 
cases. Those cases in which there is little destruc- 
tion of the kidney substance give the most rapid 
and most permanent improvement from operation. 
The stripping of the kidney does not cure the neph- 
ritis, since kidney tissue, if it does regenerate, does 
so only on a small scale. So it is only a temporary 
relief that the operation gives, and this makes it a 
procedure of necessity rather than of choice. In 
those cases of nephritis which are likely to prove 
fatal, one is compelled to give consideration to de- 
capsulation on the warm advocacy of such men as 
Morse®, Fowler,? Fraser,® Simpson,’® Rovsing,® 
Gmelin,’ and Kimmel. Of course, the most favor- 
able side of the subject may have been presented; 
that is, there is a lack of tendency to display a poor 
showing and thus poor results are kept from publi- 
cation. It would seem, however, that if the majority 
of the results are poor, there must be some refuta- 
tion in the literature more than at present appears. 

SumMMARy: Since decapsulation was first advo- 
cated for nephritis sufficient work has been done to 
remove it from the field of experiment and to give 
it a place in the treatment of nephritis. It is indi- 
cated in any case of nephritis with a bad prognosis, 
and the beneficent action is attributed to improve- 
ment of the circulation of the kidney. The results 


show failure of improvement in 20-25% and death 


in 5-10% of the cases thus treated. 
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TATTOOING SURGEON’S INITIALS AND 
DATE IN WIRELESS CODE 
Evan Kane, M.D., F.A.C.S. 
Kane, PENN. 

Artists and sculptors affix their names or initials 
to every completed masterpiece, as the artisan does 
his mark to his handiwork and the tradesmen his 
trade-mark. 

Why should not surgeons do likewise? With this 
thought in mind, I was led to inscribe upon niy 
operated patients, by the simple means of a tattoo, 
my last initial in radio code. 

My method has been as follows: Immediately 
upon completion of the operation, my assistant 
makes a smirch of India (drafting) ink in the opera- 
tive field near the site of incision, and therein, while 
the ink is still wet, with cambric needle or pen prick 
I scratch the desired marks. These, though indeli- 
ble, are hardly prominent enough to be objectionable 
cosmetically and if the tattooing is done carefully 
it attracts but little attention. 

I have so far made use of the radio modification 
of the Morse alphabet, using only the initial letter 
of my last name, as no one else so far as I am aware, 
has been so identifying his operated cases. My 
initial “K” is thus designated by a dash, a dot and a 
dash, and my surgical colleague’s last initial “O” is 
designated by three dashes (dashes I indicate by a 
scratch or by two pricks close together. For a while 
I even added the day, month and year in the same 
way, but this I have omitted of late, because, as it 
consumes a little time, if the patient comes out of 
the anesthetic before the tattooing is completed, pain 
might be occasioned by so elaborate an undertaking. 
Otherwise, not over thirty seconds are required. 
Despite this objection it is of advantage to read near 
one’s patient’s scar the approximate date of opera- 
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tion without having to refer to notes. It saves time 
and obviates the risk of being thought unduly for- 
getful. Let us suppose the operation to have been 
performed January 2, 1924; this date would read; 
a dot, four dashes; two dots and three dashes; four 
dots and a dash; the last to indicate the 4 of 1924, 
which to a man of my age is all that remains neces- 
sary to signify the year. 

Tattooes in red or blue are as easily made, but not 
so distinctly visible. One might, however, employ 
red as less cosmetically objectionable than black, 
while some combination of red, black and blue might 
readily embody a private cipher, if such is desired. 
In this way much might be said for future reference 
without the patient being cognizant of its meaning, 

One does not always remember in the hurry of 
office examinations whether the patient under obser- 
vation has been operated upon by him or by another. 
His own peculiar scars are not always dissimilar 
enough to those resulting from the incisions made by 


© am © 
eee 
comme 

eo ee 
© © 

oo am 
oe 6 
om 
Alphabet and figures, radio code. 


others not to lead to error, and it is disconcerting to 
bestow enconiums, which prove to be self-praise or 
to censure one’s self for having produced post-opera- 
tive rupture, the fault or failure of a brother sur- 
geon! The presence or absence of the tiny black 
dots prevents these mistakes. I regret that I did 
not begin this simple etching many years earlier in 
my professional career. 

So far, to my knowledge, no patients have made 
any objection to having been tattooed; on the con- 
trary, it has seemed to please them as a mark of dis- 
tinction. Many, strange to say, have failed entirely 
to discover the slight disfigurement. 


Every acute abdominal condition in childhood 
should be considered appendicitis until it has been 
proved otherwise—Henry F. in Minne- 
sota Medicine. 
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ADVANTAGES OF SACRAL ANESTHESIA 
IN RECTAL OPERATIONS 
Louis E. Moon, M. D. 


OmABA, 

Anesthesia by an intrasacral injection was first 
suggested by Cathelin* as early as 1901 and 1903. He 
proposed the injection of normal salt solution into 
the sacral canal to allay nervous manifestations con- 
nected with the urinary tract and met with some suc- 
cess, but he failed to induce anesthesia. In 1910, 
Laewen,? a German investigator, noted that he ob- 
tained an analgesia in the perineal region after an 
injection of 1% and 2% novocaine into the sacral 
canal. 

In 1912 Bryan*® reported good results following 
Laewen’s method. A year later Lynch* reported his 
results in g cases. Schlimpert® this same year, re- 
ported its use in 136 cases. In 1916 Bransford 
Lewis® reported good results as did Pickins? in the 
same year. Since that time, and especially during 
the last two or three years the medical literature has 
contained many articles concerning sacral anesthesia, 
which is otherwise known and often referred to as 
caudal, epidural, and extradural anesthesia. The 
name implies that the anesthetic solution is injected 
into the space between the dura and the inner walls 
of the sacrum, the injection being made through the 
sacral hiatus. The anesthetic penetrates and diffuses 
through the dural nerve sheathes, in that way reach- 
ing the sacral nerve trunks, and producing a block 
anesthesia of the five sacral nerves. The technic has 
become quite uniform and is best described by 
Labat.? I am convinced that sacral anesthesia is the 
one of choice for rectal operations when performed 
in a hospital, for the following reasons: 

First, the convalescent period is shortened ; 

Second, the number of post-operative complica- 
tions is lessened; 

’ Third, there are no anesthetic and post-anesthetic 
dangers and complications ; 

Fourth, the depth and completeness of the anes- 
thesia makes the operative procedure less difficult. 

With infiltration and other anesthesias the aver- 
age hospital stay was from 6 to 10 days for my 
patients. With the use of sacral anesthesia this aver- 
age has been reduced to 4 to 6 days. This reduction 
has been brought about by the second reason for its 
use, the lessening of post-operative complications. 
The most common of these are: pain, urinary dis- 
turbances, hemorrhage and infection. 

When I speak of pain I refer to three periods that 
the patient passes through: that immediately follow- 
ing the operation, the pain which is incident to heal- 
ing during the first three or four days, and the pain 
Occurring at stool. In the past, when using ether 
and infiltration I found that it was often necessary to 
use morphine repeatedly over a period of several 
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fourth grain of morphine as they leave the operating 
table and this is generally all the morphine they will 
receive. They do have some discomfort and pain 
following this but it can be controlled by the use of 
aspirin, 10 grains, and hot applications. Pain at 
the time of stool is not usually complained of. 

The lack of effect upon the urinary tract has been 
very noticeable. After ether narcosis catheterization 
is often necessaryeven though the operative procedure 
is not in thé perineal region. With infiltration in the 
perineal region I would have to catheterize from 20 
to 30 per cent of cases. With sacral anesthesia the 
number that has to be catheterized has been less 
than 5 per cent. I do not believe that this is ex- 
plainable on any other basis than that of the anesthe- 
tic. 

Post-operative hemorrhage is lessened because 
sacral anesthesia requires better hemostasis at the 
time of the operation. With ether the vasoconstrict- 
ors act normally. With infiltration when adrenalin 
is used, as it is in most cases, the vasoconstrictor 
action is increased, with the result oftentimes that 
vessels of moderate size will not bleed at the time of 
the operation, but a few hours later, after the con- 
strictor action has worn off, there will be a free 
hemorrhage. With sacral anesthesia I do not use 
any adrenalin, and I believe that we secure a local 
vasomotor paralysis. As a result all vessels of any 
size bleed and we are able to tie them off and com- 
pletely control the bleeding before the patient leaves 
the table. 

The chances of infection are materially lessened 
because there are no inject‘ons in the perianal region. 
Because there are no local infiltrations there is very 
Liutle swelling and edema. There are few anesthetic 
and post-anesthetic complications. Zweifel* reports 
10 fatalities, but of these 10, in only 3 cases was the 
sacral injection found to be responsible In two 
cases the injection was made into the dural sac, an 
error in technic, that should not occur, and 
the third death was not explained. With careful 
technic there should not be any immediate fatalities. 
Post-anesthetic complications, such as nausea and 
vomiting, acute dilatation of the stomach. pneumonia 
acidosis, etc., do not occur. 

The fourth advantage concerns the depth of the 
zuesthesia. With general narcosis the sphincter mus- 
cle is one of the last to be completely relaxed. As a 
result the surgeon does not wait for relaxation but 
resorts to divulsion in order to paralyze the muscle. 
With infiltration aresthesia the relaxation may be 
complete but our patients often complain of a severe 
dragging sensations when the hemorrhoidal area is 
pulled down into view. This cannot be overcome 
by infiltration. 

When sacral anesthesia is used it is not unusual 
for the patient to sleep through the entire operation, 
not knowing it is begun or ended. On several occa- 
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sions patients have asked the attendant who was tak- six by twenty-two inches is removed, which makes 


ing them back to their room, “When is the doctor go- it narrower at the top and gives material necessary uy 

ing to do the operation ?”’ for the cystoscopic or perineal flap (figure 1). les : 
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A CYSTOSCOPY SHEET TO PREVENT | Ks 
EXPOSURE OF THE PATIENT 4 
Tromas M. Dorsry, M.D. ag 
Fig. 
and 
Mumey, M.D. size ne 
Of the Dorsey Urologic Clinic; Associate Urologists, 
University of Louisville, Medical Department, tec te 
OUISVILLE, KY. 

- Physicians, nurses and attendants object to ex- The completed sheet has the appearance of some he 
posure of the patient during cystoscopic procedures, of the “vaginal sheets” now used in many hospitals. § 1... 
and the urologist, more than any other specialist, is The legs are sewed for thirty inches, so the cover can i. 
therefore handicapped at times by the lack of service be used with the patient in the exaggerated lithotomy ten 

from the nursing staff. This is a feature that may position which is obtained on the Halstead board P 


be remedied, and greater cooperation thus obtained, (figure 7). The opening is not closed at the bottom, 
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_ Fig. 1. Diagram showing method of cutting sheet. Dotted lines oh 
indicate places to be cut. 
for the larger part of the urologist’s work can be In 
do-e without exposing the patient. A sheet that will Fig. 3. Sheet folded in a package 8x12 inches, ready for ster Jf % = 
cover the entire genital region, and at the same time “~ am 


permit manipulations and operations without inter- so it does not interfere with the drawer of the table § * ther 
ference, is a most valuable asset, especially in cysto- during cystoscopy. The flap is of the proper length § "* of 
scopic work and perineal operations. so that the cystoscope can be introduced through the § tan 

Such a sheet or cover can be made from two yards small opening and manipulated without exposing the For 
of ordinary seventy-two inch sheeting. This is di- patient. The small pockets that will hold test tubes § the us 
vided in the center from below upward about forty- can be sewed on the flap just below and to either side backw 
six inches, which makes the legs and lower part of of the opening in the center (figure 2). ding, 
the cover. From the upper portion a piece twenty- The sheet is spread and folded like a pair of J ‘the 
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trousers. The length of each leg, with the flap turn- 
ed upward, is rolled from the bottom as far as the 
legs are sewed, then rolled from the top to meet the 
bottom roll. This is then folded into a package eight 
by twelve inches and is ready for the sterilizer 


(figure 3). 


Fig. 4. Patient draped, drawer pulled out and flap turned up. 
note large opening around the perineum, which can be closed to the 
size needed for operations in this region. 


With this method of folding, one person can drape 
the patient without assistance, by grasping the sheet, 
unfolding it, and allowing the bottom to unroll. The 
legs can be pulled over the patient like a pair of 
trousers, and the remainder is then unrolled over the 
patient. 


Fig. 5. 
small opening into the bladder, ready for irrigation without exposure. 


Flap pulled down and cystoscope introduced through the 


In cystoscopy the patient is prepared, then draped 
as described, the drawer pulled forward, and the 
opening on each side fitted around. The cystoscope 
is then introduced through the small hole in the cen- 
ter of the flap, and cystoscopy is thus practiced with- 
out any exposure (figure 6). 

For perineal operations, the patient is draped in 
the usual manner. The cystoscopic flap is turned 
backward upon the abdomen which gives extra pad- 
ding, as it were, for the instruments. The opening 
at'the bottom can be closed to any size required. 
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This sheet’ or cover is easily made and can be used 
in office as well as hospital practice. It is sterilized 
in a small package and is readily applied over the pa- 
tient. It saves sterilizing three different sheets, the 
one answering the purpose for cystoscopic examina- 


Fig. 6. _Cystoscopy being done on a male patient without exposing 
the genitalia. The sheet does not interfere with any intravesical ma- 
nipulation. 


tions and all perineal operations. The patient can be 
taken draped from the cystoscopy room to the radio- 


Fig. 7. 
for perineal cperations, 


Male patient in an exaggerated lithotomy position draped 


graphic department, and with tubes in the pockets, 
and pyelograms made in the presence of technicians. 
without any exposure. 


GONORRHEA. 

It is not so much what we use in our uretheral 
treatments as how we use it that helps or harms our 
patients. The key-note to, success in intraurethral 
medication in acute gonorrhea rests in proper 
strength solutions used with the utmost gentleness. 
The intraurethral pressure should never be much 
greater than that during urination. Great pressure 
spreads the disease and causes complications.—P. S. 
PELouzE in The Therapeutic Gazette. 
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THE RECTUM AS A SITE OF FOCAL 
INFECTION* 


Harry GotpMan, M.D. 


Attending Proctologist, Hospital for Joint Diseases, 
New York 


Although the study of focal infection now covers 
quite a period of time, it is only in the last four or 
five years that the medical profession has recognized 
the fact that the lower intestinal tract may harbor 
the original point of infection. The rectum is conr- 
stricted at its entrance, which leads to an ampulla 
that may be atonic and has projecting valves that 
. may be hypertrophied. Occasionally feces sent down 
from the colon in a putrefactive or fermenting state 
are retained. The mucous membrane is well sup- 
plied with blood vessels and lymph channels to trans- 
port bacteria and their toxins and the anal exit is 
narrowed by a muscle sphincter that may be hyper- 
trophied or spastic. It is therefore readily seen that 
the termiral gut is an ideal location for the develop- 
ment of a focus of infection. 

The colon bacilli, staphylococci and streptococci, 
normal members of the intestinal flora, become path- 
ogenic when a break in the mucous membrane occurs 
and in the presence of mixed infection. Bacterial 
examination of cultures made from a large series 
showed that the colon bacilli were the offending or- 
ganisms in the great majority of cases, with an ad- 
mixture of staphlyococci and streptococci. We 
found the staphylococci were the predominating or- 
ganisms in much greater proportion than the strepto- 
cocci which played only a small part in our cases. 
Bacteria were seldom recovered from the distant 
lesion, and, although in some cases the focal symp- 
toms were rather severe, culture from the focus did 
not always show an extensive growth, the symptoms 
being produced by the action of bacterial toxins. In 
routine blood examinations, we found a leukocytosis 
where pus was present in the affected part and a 
normal count when the trouble was caused by toxins. 
When the blood culture was positive, which was of 
‘rare occurrence, either the colon bacilli or staphylo- 

cocci were found, never the streptococci. The bac- 
teremia disappeared in a short time, the cases termi- 
nating in recovery. The bacteria developed in a 
focus in the rectum showed a selective affinity for 
the joints, occasionally the heart. When the focus 
was in the colon, it was of a more chronic type, and 
arterial, kidney and nervous system changes were 
common complications. Ulcerated internal hemor- 
rhoids, blind internal fistulae, originating from in- 
fected crypts and acute and chronic ulcerations of 
the rectum and anal canal, were the common types 
of rectal foci, the first named being in the great ma- 
jority. After removing a suspected focus, there 
was occasionally an acute exacerbation of symptoms 
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in the distant part and a moderate rise of tempera. 
ture. We found this a most encouraging sign, as 
these cases were generally much improved or cured 
In some cases there was only partial recovery or the 
condition remained unchanged, due either to , 
chronic state where irreparable damage was done, the 
presence of other foci or some underlying specific 
infection. Many of the, latter we cleared up by a 
strenuous course of antileutic treatment. 

At the Hospital for Joint Diseases, where special 
attention is given to the diagnosis and treatment of 
focal infections, we now have a proved series num- 
bering in the hundreds. Being primarily an ortho- 
pedic institution, most cases present themselves with 
symptoms of infectious arthritis of the mono- or 
polyarticular type. The routine at the clinic is to 
refer all cases of arthritis to the various special 
departments for examination. Report of the exami- 
nation is sent to the physician-in-chief, who returns 
the patient to the department where a pathological 
condition was found. No orthopedic or other treat- 
ment is instituted until removal of evident foci 
brirgs no relief. The patie~t should be properly pre- 
pared for examination of the lower canal, rectum and 
first portion of the pelvic colon can be expiored with 
the introduction of one instrument. 

Following are the histories of two cases where the 
focus of infection proved to be in the terminal por- 
tion of the intestine: 


Case 1. O M., colored, age 48, married, chauffeur; ap- 
plied to the Clinic of the Hospital for Joint Diseases, Jan. 
4, 1921, for relief from severe pains in the right shoulder. 
No previous history of serious illness or injury. Six months 
previously. began to have pains in the right shoulder. At 
the same time he noticed an anal protrusion which bled with 
each movement. The condition in the shoulder became pro- 
gressively worse in spite of local treatment and he was 
forced to give up his position, as he was unable to raise 
his right arm. X-ray examination of the right shoulder 
showed a slight slipping of the glenoid margin. the left shoul- 
der being negative. On proctologic examination we found 
internal hemorrhoids, one of which was protruding and 
ulcerated. The reports from other special departments were 
negative. 

Diagnosis.—Infectious arthritis of the right shoulder joint 
with evident focus of infection in the rectum. 

reatment—In view of the fact that the patient did not 
wish to go to the hospital. onlv the offending hemorrhoid 
was removed under local anesthesia in the clinic, and he 
was allowed to return to his home. That evening he de- 
veloned excruciating nain in the right shoulder. After 2 
few hours this diminished. and in three weeks he was at- 
parently cured. Nine months later he returned to the clinic 
with the same disahilitvy and a recurrence of rectal sym? 
toms. He was admitted to the hosnital, where TI did a com 
plete hemorrhoidectomy. That nicht he again had an acute 
exacerhation of pain in the shoulder with a sharp rise of 
temnerature to 103°. The next morning, however, he was 
fairly comfortahle and the temnerature gradually retu 
to normal. In two weeks he had a complete return of fune- 
tion in the shoulder, and he has remained well to the present 
writing. At no time while under our care did this patient 
receive any treatment directly to the shoulder. 

Case II. D. T.. white, age 14, school boy, had the usual 
diseases of childhood. was operated unon for mastoiditis a 
the age of three. and had tonsils and adenoids removed w 
seven years old. Was never robust and his parents weft 
told that he had a slight cardiac murmur. ‘TI first saw 
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at my office, November, 1921, when he complained of a con- 
sant burning pain in the anus, ot a tew days duration, and 
4 snowing of blood on the toilet paper atter a movement. 
de was constipated, for which he was taking milk ot mag- 
nesia. 1 tound the anal muscies spastic. Ile was very 
gnsitive, but 1 was nevertheless able to cauterize an ulecra- 
ton on the anterior surtace of the anal canal. He was sent 
home with instructions to return the next day. ‘That evening 
he had a rise of temperature, severe headache and general 
feeling of malaise, which his family physician diagnosed as 
a possible grippe. The following morning he fainced while 
trying to get to the toilet.. He now showed symptoms of 
endocardial involvement. A blood culture taken that day 
was positive tor staphylococci. ‘lhe urine contained a trace 
of albumin, but no casts. Bacterial examination of his stool 
showed a predominance of staphylococci. Aiter two trans- 
fusions of a vaccinated donors blood at six days interval 
lus blood became sterile. He was kept in bed for four 
months, receiving no special treatment except occasional 
colonic flushings with a weak solution of aniline dyes (acro- 
favine and gentian violet), a treatment we use in ail intec- 
tions of the colon and rectum, 

Seven months later, in October, 1922, or eleven months 
after the first attack, he had a recurrence of rectal symptoms 
with shght rise of temperature and cardiac irregularity. A 
smear trom the anal ulceration, which was in exactly the 
same location as before, showed staphylococci preponderat- 
ing. The same was found in the stool, but the blood culture 
was negative. Application of 5% methylene blue solution 
to the ulcer caused a rapid healing; the cardiac symptoms 
gradualiy disappeared and in three weeks the boy was out 
of-bed. Hus third and last attack came on three months 
later, in January, 1923, with the same rectal symptoms. The 
bacterial picture was the same as before with a sterile blood. 
Finding nothing pathological above the anal canal, I this 
time excised the ulcerated area. His heart acted badly for 
a few days, then gradually became regular, the mitral mur- 
mur became inaudible, and in one month he felt pertectly 
well and has remained so up to the present time, 

In the first attack the bacteria developed in the rectal 
focus were carried by the blood stream to the endocardium, 
while the other attacks were produced by the actions of 
bacterial toxins on a place of lowered resistence. 
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MELANOSARCOMA OF THE RECTUM; 
REPORT OF A CASE* 
Davip A. Kraxer, M.D. 


Proctologist, Newark City Hospital, 
Newark, N. J. 


Melanoblastoma, melanoma, melanotic-sarcoma or 
melano-carcinoma is a tumor of mesenchymal origin 
of which the cells tend to differentiate into pigment 
cells of melanoblasts (chromatophores). 

It is possible, however, that they may also arise 
from epithelial cells that have become modified by 
pigment production. Ewing states “Theoretical con- 
siderations favor the origin of all melanomas from 
the mesoblastic chromatophore, while the histology 
favors their origin from epithelial cells which have 
laken on pigmentary function. The established 
tumors exhibit carcinomatous or sarcomatous struc- 
tures, or both.” 

The common type of melanoma arises in the skin 
ftom pigmented moles of congenital origin. Mela- 
fomas of the lower extremity are quite common and 
atise from such pigmented moles as have been ex- 
posed to irritation and take on malignant neoplasia. 


Melanomas also occur in the choroid of the eye, the 
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iris, the pigmented areas adjacent to the conjunctiva 
in the central nervous system, especially in the pia 
and arachnoid and, rarely, in the gastro-intestinal 
tract. 

Chalier and Bonnet in 1912 compiled 100 cases of 
primary melanoma of the rectum. Gant reports 
KKrouse’s résumé of 45 cases, 6 of which occurred in 
his own practice. Melanoma of the intestines occur- 
ring almost exclusively in the rectum, was described 
by Virchow, and in isolated reports by other ob- 
servers. 

Cox and Allan state that melanomas are frequent- 
ly found in animals, particularly in horses; in fact, 
melanomas of the rectum in horses were among the 
first tumors observed in veterinary surgery. Pri- 
mary melanomas have been described throughout 
the gastro-intestinal tract, but they are extremely 
rare. 

The rectal type arise from the anal orifice or from 
the rectal ampulla, and produces circumscribed 
nodules or bulky masses, sometimes as large as a 
child’s head. A polypoid form is very common. In 
the case here reported, the tumor was assumed to be 
a mass of strangulated hemorrhoids by the attending 
physician. The growth originates and expands with- 
in the submucosa, so that the mass is movable. Later 
it becomes fixed, breaks down and ulcerates. Me- 
tastases involving the pelvic nodes, lungs, liver and 
other organs usually occur. Less than 2% of the 
Chalier-Bonnet series were free from metastases 
after operation. 

Ewing sums up the subject of melanoma in the 
following sentence: “The peculiar and obscured con- 
ditions of the origin of melanoma, the remarkable 
physiological property of the chromatophores in the 
auimal kingdom, the eccentricity of its clinical course, 
its interesting history as a field of debate, render 
this tumor one of the most notable in oncology. The 
metastasis occurs through the lymph- and blood- 
vessels and is rapid and fatal.” 


J. R., a white male, 57, a merchant, was first seen by me 
on the operating table at the Essex Private Hospital, New- 
ark. As before mentioned, the diagnosis of strangulated in- 
ternal hemorrhoids had been made by the attending physic- 
ian, and to save time the patient had been prepared for 
operation while awaiting my arrival, 

Previous history. The patient had complained of rectal 
discomfort and bleeding from the bowel for a period of 
five years previous to the last operation. Three years ago, 
he developed a rectal abscess, which was drained and ap- 
parently healed. In February, 1923, bleeding had increased, 
and the patient was operated on for hemorrhoids; bleeding 
stopped for a few weeks and then returned. For a few 
months previous to operation (April 11, 1924) patient com- 
plained of a lump in the rectum, frequent liquid stools, with 
tenesmus and a discharge of black, bloody fluid. Constipa- 
tion was extreme, necessitating the use of drastic cathartics 
and enemas to obtain a solid movement. He had lost 25 
pounds in weight within the last six months. 

Physical examination, Patient cachectic in appearance; 
abdomen tympanitic; feces felt in the colon and sigmoid on 
deep pressure; skin pale and dry. Inguinal glands enlarged; 
liver felt below the free border of the ribs. Pulse 80; blood 
pressure 118/74; hemoglobin (Talquist) 70%. A. complete 
physical examination could not be made at this time. 
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THE RECTUM AS A SITE OF FOCAL 
INFECTION* 


Harry GotpMAN, M.D. 


Attending Proctologist, Hospital for Joint Diseases, 
New York 


Although the study of focal infection now covers 
quite a period of time, it is only in the Jast four or 
five years that the medical profession has recognized 
the fact that the lower intestinal tract may harbor 
the original point of infection. The rectum is con- 
stricted at its entrance, which leads to an ampulla 
that may be atonic and has projecting valves that 
- may be hypertrophied. Occasionally feces sent down 

from the colon in a putrefactive or fermenting state 
are retained. The mucous membrane is well sup- 
plied with blood vessels and lymph channels to trans- 
port bacteria and their toxins and the anal exit is 
narrowed by a muscle sphincter that may be hyper- 
trophied or spastic. It is therefore readily seen that 
the termiral gut is an ideal location for the develop- 
ment of a focus of infection. 

The colon bacilli, staphylococci and streptococci, 
normal members of the intestinal flora, become path- 
ogenic when a break in the mucous membrane occurs 
and in the presence of mixed infection. Bacterial 
examination of cultures made from a large series 
showed that the colon bacilli were the offending or- 
ganicms in the great majority of cases, with an ad- 
mixture of staphlyococci and streptococci. We 
found the staphylococci were the predominating or- 
ganisms in much greater proportion than the strepto- 
cocci which played only a small part in our cases. 
Bacteria were seldom recovered from the distant 
lesion, and, although in some cases the focal symp- 
toms were rather severe, culture from the focus did 
not always show an extensive growth, the symptoms 
being produced by the action of bacteriai toxins. In 
routine blood examinations, we found a leukocytosis 
where pus was present in the affected part and a 
normal count when the trouble was caused by toxins. 
When the blood culture was positive, which was of 

‘rare occurrence, either the colon bacilli or staphylo- 
cocci were found, never the streptococci. The bac- 
teremia disappeared in a short time, the cases termi- 
nating in recovery. The bacteria developed in a 
focus in the rectum showed a selective affinity for 
the joints, occasionally the heart. When the focus 
was in the colon, it was of a more chronic type, and 
arterial, kidney and nervous system changes were 
common complications. Ulcerated internal hemor- 
rhoids, blind internal fistulae, originating from in- 
fected crypts and acute and chronic ulcerations of 
the rectum and anal canal, were the common types 
of rectal foci, the first named being in the great ma- 
jority. After removing a suspected focus, there 
was occasionally an acute exacerbation of symptoms 
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in the distant part and a moderate rise of tempera. 
ture. We found this a most encouraging sign, as 
these cases were generally much improved or cured. 
In some cases there was only partial recovery or the 
condition remained unchanged, due either to q 
chronic state where irreparable damage was done, the 
presence of other foci or some underlying specific 
infection. Many of the, latter we cleared up by a 
strenuous course of antileutic treatment. 

At the Hospital for Joint Diseases, where special 
attention is given to the diagnosis and treatment of 
focal infections, we now have a proved series num- 
bering in the hundreds. Being primarily an ortho- 
pedic institution, most cases present themselves with 
symptoms of infectious arthritis of the mono- or 
polyarticular type. The routine at the clinic is to 
refer all cases of arthritis to the various special 
departments for examination. Report of the exami- 
nation is sent to the physician-in-chief, who returns 
the patient to the department where a pathological 
condition was found. No orthopedic or other treat- 
ment is instituted until removal of evident foci 
brings no relief. The patie~t should be properly pre- 
pared for examination of the lower canal, rectum and 
first portion of the pelvic colon can be expiored with 
the introduction of one instrument. 

Following are the histories of two cases where the 
focus of infection proved to be in the terminal por- 
tion of the intestine: . 


Case 1. O M., colored, age 48, married, chauffeur: ap- 
plied to the Clinic of the Hospital for Joint Diseases, Jan. 
4, 1921, for relief from severe pains in the right shoulder. 
No previous history of serious illness or injury. Six months 
previously, began to have pains in the right shoulder. At 
the same time he roticed an anal protrusion which bled with 
each movement. The condition in the shoulder became pro- 
gressively worse in spite of local treatment and he was 
forced to give up his position, as he was unable to raise 
his right arm. X-ray exam‘nation of the right shoulder 
showed a slight slipping of the glenoid margin. the left shoul- 
der being negative. On proctologic examination we found 
internal hemorrhoids. one of which was protruding and 
ulcerated. The reports from other special departments were 
nevative. 

Diagnosis.—Infectious arthritis of the right shoulder joint 
with evident focus of infection in the rectum. 

reatment.—In view of the fact that the patient did not 
wish to go to the hospital. onlv the offending hemor 
was removed under local anesthesia in the clinic, and he 
was allowed to return to his home. That evening he de- 
veloned excriciating nain in the right shoulder. After 4 
few hours this diminished, and in three weeks he was at- 
parently cured. Nine months later he returned to the clinic 
with the same disahility and a recurrence of rectal symi 
toms. He was admitted to the hosnital, where I did a com 
plete hemorrhoidectomy. That nicht he again had an acute 
exocerhation of pain in the shoulder with a sharp rise of 
temnerature to 103°. The next morning, however, he was 
fairly comfortahle and the temnerature gradually retu 
to normal. In two weeks he had a complete return of funt- 
tion in the shoulder. and he has remained well to the preset 
writing. At no time while under our care did this patient 
receive any treatment directly to the shoulder. 

Case II. D. T.. white, age 14, school boy, had the. usual 
diseases of childhood. was operated unon for mastoiditis 
the age of three. and had tonsils and adenoids removed 
seven years old. Was never robust and his parents wé 
told that he had a slight cardiac murmur. ‘TI first saw him 
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at my office, November, 1921, when he complained of a con- 
sant burning pain in the anus, ot a tew days duration, and 
a snowing of blood on the toilet paper atter a movement. 
He was constipated, for which he was taking milk ot mag- 
nesia. 1 tound the anal muscies spastic. Ile was very 
sensitive, but 1 was nevertheless able to cauterize an ulecra- 
ton on the anterior surtace of the anal canal. He was sent 
home with instructions to return the next day. ‘That evening 
he had a rise of temperature, severe headache and general 
feeling of malaise, which his family physician diagnosed as 
a possible grippe. The following morning he fainced while 
trying to get to the toilet. He now showed symptoms of 
endocardial involvement. A blood cuiture taken that day 
was positive tor staphylococci. ‘lhe urine contained a trace 
of albumin, but no casts. Bacterial examination of his stool 
showed a predominance of staphylococci. After two trans- 
fusions of a vaccinated donors blood at six days interval 
lus blood became sterile. He was kept in bed for four 
months, receiving no special treatment except occasional 
colomc flushings with a weak solution of aniline dyes (acro- 
favine and gentian violet), a treatment we use in ail intec- 
tions of the colon and rectum, 

Seven months later, in October, 1922, or eleven months 
after the first attack, he had a recurrence of rectal symptoms 
with sight rise of temperature and cardiac irregularity. A 
smear trom the anal ulceration, which was in exactly the 
same location as before, showed staphylococci preponderat- 
ing. The same was found in the stool, but the blood culture 
was negative. Application of 5% methylene blue solution 
to the ulcer caused a rapid healing; the cardiac symptoms 
gradually disappeared and in three weeks the boy was out 
of-bed. His third and last attack came on three months 
later, in January, 1923, with the same rectal symptoms. The 
bacterial picture was the same as before with a sterile blood. 
Finding nothing pathological above the anal canal, I this 
time excised the ulcerated area. His heart acted badly for 
a few days, then gradually became regular, the mitral mur- 
mur became inaudible, and in one month he felt pertectly 
well and has remained so up to the present time, 

In the first attack the bacteria developed in the rectal 
focus were carried by the blood stream to the endocardium, 
while the other attacks were produced by the actions of 
bacterial toxins on a place of lowered resistence. 

226 WEsT 72ND ST. 


MELANOSARCOMA OF THE RECTUM; 
REPORT OF A CASE* 
Davip A. Kraxer, M.D. 


Proctologist, Newark City Hospital, 
Newark, N. J. 


Melanoblastoma, melanoma, melanotic-sarcoma or 
melano-carcinoma is a tumor of mesenchymal origin 
of which the cells tend to differentiate into pigment 
cells of melanoblasts (chromatophores). 

It is possible, however, that they may also arise 
from epithelial cells that have become modified by 
pigment production. Ewing states “Theoretical con- 
siderations favor the origin of all melanomas from 
the mesoblastic chromatophore, while the histology 
favors their origin from epithelial cells which have 
taken on pigmentary function. The established 
tumors exhibit carcinomatous or sarcomatous struc- 
tures, or both.” 

The common type of melanoma arises in the skin 
ftom pigmented moles of congenital origin. Mela- 
homas of the lower extremity are quite common and 
arise from such pigmented moles as have been ex- 
Posed to irritation and take on malignant neoplasia. 


Melanomas also occur in the choroid of the eye, the 
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iris, the pigmented areas adjacent to the conjunctiva 
in the central nervous system, especially in the pia 
and arachnoid and, rarely, in the gastro-intestinal 
tract. 

Chalier and Bonnet in 1912 compiled 100 cases of 
primary melanoma of the rectum. Gant reports 
Krouse’s résumé of 45 cases, 6 of which occurred in 
his own practice. Melanoma of the intestines occur- 
ring almost exclusively in the rectum, was described 
by Virchow, and in isolated reports by other ob- 
servers. 

Cox and Allan state that melanomas are frequent- 
ly found in animals, particularly in horses; in fact, 
melanomas of the rectum in horses were among the 
first tumors observed in veterinary surgery: Pri- 
mary melanomas have been described throughout 
the gastro-intestinal tract, but they are extremely 
rare. 

The rectal type arise from the anal orifice or from 
the rectal ampulla, and produces circumscribed 
nodules or bulky masses, sometimes as large as a 
child’s head. A polypoid form is very common. In 
the case here reported, the tumor was assumed to be 
a mass of strangulated hemorrhoids by the attending 
physician. The growth originates and expands with- 
in the submucosa, so that the mass is movable. Later 
it becomes fixed, breaks down and ulcerates. Me- 
tastases involving the pelvic nodes, lungs, liver and 
other organs usually occur. Less than 2% of the 
Chalier-Bonnet series were free from metastases 
after operation. 

Ewing sums up the subject of melanoma in the 
following sentence: “The peculiar and obscured con- 
ditions of the origin of melanoma, the remarkable 
physiological property of the chromatophores in the 
auimal kingdom, the eccentricity of its clinical course, 
its interesting history as a field of debate, render 
this tumor one of the most notable in oncology. The 
metastasis occurs through the lymph- and _ blood- 
vessels and is rapid and fatal.” 


J. R., a white male, 57, a merchant, was first seen by me 
un the operating table at the Essex Private Hospital, New- 
ark. As before mentioned, the diagnosis of strangulated in- 
ternal hemorrhoids had been made by the attending physic- 
ian, and to save time the patient had been prepared for 
operation while awaiting my arrival, 

Previous history. The patient had complained of rectal 
discomfort and bleeding from the bowel for a period of 
five years previous to the last operation. Three years ago, 
he developed a rectal abscess, which was drained and ap- 
parently healed. In February, 1923, bleeding had increased, 
and the patient was operated on for hemorrhoids; bleeding 
stopped for a few weeks and then returned. For a few 
months previous to operation (April 11, 1924) patient com- 
plained of a lump in the rectum, frequent liquid stools, with 
tenesmus and a discharge of black, bloody fluid. Constipa- 
tion was extreme, necessitating the use of drastic cathartics 
and enemas to obtain a solid movement. He had lost 25 
pounds in weight within the last six months. 

Physical examination, Patient cachectic in appearance; 
abdomen tympanitic; feces felt in the colon and sigmoid on 
deep pressure; skin pale and dry. Inguinal glands enlarged; 
liver felt below the free border of the ribs. Pulse 80; blood 
pressure 118/74; hemoglobin (Talquist) 70%. A complete 
physical examination could not be made at this time. 
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Proctologic examination. Digital examination disclosed 
a hard mass extending from the rectal pouch into the anal 
canal to within a half inch of the muco-cutaneous line. The 
rectum was filled with feces, necessitating extensive irriga- 
tion through the proctoscope and a Jelks tube to clear it. 

The patient was anesthetized with gas-ether, the sphincter 
d.lated, and a proctoscope introduced, showing a tumor in- 
volving two-thirds of the circumference of the bowel, 
with a short pedicle and a hard, indurated base. The 
tumor was removed with electric cautery, and the base 
was cooked for five minutes with the cautery. Hemor- 
rhoids below the tumor were removed by excision, ligat- 
ing with linen thread. A rubber tube with iodoform 
gauze was inserted. Tube removed on the third day. 
Bowels moved by licorice powder on the fourth day, and 
_the patient sent home, upon his demand, within a week 
following the operation. A . slight muco-sanguineous 
discharge continued at that time. 

Condition following operation: Three weeks after 
leaving the hospital, patient showed signs of lung in- 
volvement, and at the present time, June 25, 1924, nod- 
ules can be felt in the liver. The patient refuses hospital 
care and the attending physician has been unable to 
make further clinical tests . 

Pathologic examination (Dr. Harrison S. Martland, 
pathologist, Newark City Hospital): Massive tissue, 3.5 
c.m. in- diameter, grayish in color, and reflects high 
lights. Om the edge there is a considerable dark red 
border, which appears to be blood. 

Microscopic examination shows one edge of the sec- 
tion to have an epithelial lining of squamous cells (the 
skin about the rectum), beneath which are dilated and 
distended veins. Below this is a large area composing 
most of the tumor. Tumor consists of a neoplasia of 
sarcomatous nature, the type of cell being a spindle-cell, 
running in whorls and showing hyperchromatism of the 
nuclei and mytosis. Most of the tumor shows no pig- 
ment, but tucked away near the middle of this sarco- 
matous area is a smaller area, far removed from the su- 
perficial hemorrhage, in which the cells show intracellu- 
lar melanin pigment. Diagnosis: melano-sarcoma. 


GASTRIC FISTULA. REPORT OF A CASE 
WITH SPONTANEOUS HEALING 
FREDERICK CHRISTOPHER, M.D., F.A.C.S. 


CHICAGO 
Junior Surgeon, Evanston Hospital, Evanston, IIl.; 
Assistant Surgeon, St. Luke’s Hospital, Chicago; 
Assistant in Surgery, University of Illinois 
Medical School 


Though closely related, external gastric fistula 
should be considered as an entity separate from 
external duodenal fistula. The distinction is chieily 
an anatomical one for gastric fistula that originates 
from that portion of the pylorus adjacent to the 
duodenum may have many of the physiological char- 
acteristics of a duodenal fistula. The discharge nay 
contain bile and may have the active destructive 
effect on the skin that is so characteristic of a duo- 
deual discharge. In view of the rarity of case 
‘reports of accidental gastric fistulae the case which is 
detailed below is deemed of sufficient importance to 
record. 

On account of the close relationship of the duo- 
denal and gastric types of fistula a few words as 
to the former may not be out of place. | 

Hilgeureiner’s' paper in 1912 gives an excellent 
bibliography of the subject to that time. He be- 


lieves that the operative treatment of duodenal fistu- 
la should be undertaken if there has been uo im- 
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provement after five or six days of conservative 
treatment. He distinguishes between gastric and 
duodenal fistula and says that gastric fistulae haye 
a favorable prognosis. 

In 1918 Palmer? reported two cases of duodenal 
fistula cured by expectant treatment. The main 
points in his treatment were (a) paraffin and zinc 
oxid to the skin in the neighborhood of the wound; 
(b) glucose and soda by rectum; (c) alkaline solu- 
tion by mouth and (d) continuous alkaline irriga- 
tion of the fistulous tract. In commenting on duo- 
denal fistula McGuire® observes that “the excoria- 
tive effect of the discharge on the wound and adja- 
cent skin, the inability to retain nourishment by 
mouth, and above all, the rapid loss of body fluids, 
causes the patient to lose strength in an alarming 
way.” 

In 1923 the two important papers of Cameron‘ 
and of Colp® appeared. Cameron believes that “the 
evidence is overwhelming that the gauze pack has 
resulted in a number of fistula, especially in cases in 
which an opening in the duodenum has been closed 
and the gauze pack inserted against the suture line.” 
After trauma, either through operative procedures 
or from external violence, perforated duodenal ulcer 
is the most common primary etiological factor. After 
discussing the failings of various methods of treat- 
ment including immediate operative closure, gastro- 
enterostomy plus pyloric occlusion, jejunostomy, 
withholding of food by mouth, feeding by the jejunal 
tube as recommended by Einhorn, Cameron empha- 
sizes the usefulness of the suction apparatus in the 
treatment of these fistula and reports a case cured by 
this method. 

Colp abstracted and analyzed 61 cases of external 
duodenal fistula. He found “23 to have followed 
operations on the gall-bladder, 14 duodenal ulcer, 10 
nephrectomy, 6 resection of the stomach, 6 traw- 
matic rupture of the duodenum, I carcinoma of the 
pancreas and 1 intestinal tuberculosis. In the entire 
group there was a mortality of 51%. Thirty-six 
were treated conservatively with a mortality of 47%. 
Twenty-five were treated by operative procedures 
with a mortality of 54%. Fourteen cases of fistula 
which followed simple operations upon the gall 
bladder had a general mortality of 15%. Ten of 
these were treated conservatively with no mortality; 
four were operated upon, two successfully. In 1 
cases in which the duodenum was opened either a 
the time of operation, intentionally or accidentally, 
or found ruptured from external trauma, there was 
a mortality of 64%. Eight were operated upon with 
a mortality of 85% and the three treated conserve 
tively recovered.” “The 14 cases which occurred 
after perforated duodenal ulcer had a general mor 
tality of 64%. Of 9 treated conservatively, 7 died 
and of 5 treated by operation, 2 succumbed. Tet 
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cases ‘after right nephrectomy had a combined mor- 
tality of 40%. Of 6 treated conservatively, 3 re- 
covered and of the 4 treated by operation, 1 died.” 
Following is a report of a case of accidental gas- 
tric fistula occurring after an operation for per- 
forated gastric ulcer which recovered spontaneously. 


At 10:30 A. M., June 14, 1924, J. McC., age 38, while 
working, suddenly felt a severe pain in the upper abdomen. 
The pain became steadily worse and he vomited twice. 
When seen a short time later there was board-like rigidity 
and marked tenderness of the upper abdomen. The patient 
gave a history of having had pain or discomfort in the 
epigastrium for ten years. He said this discomfort came 
on about two hours after eating but did not follow every 
meal. It was relieved by taking food or by taking soda. 
Save for an appendicectomy six years previously the history 
was negative. A diagnosis of perforated gastric ulcer 
was made. The leucocyte count was 15,500. Laparotomy 
was done at the Evanston Hospital at once and a perforated 
ulcer was found at the pylorus. The ulcer was excised by 
the cautery and the opening in the stomach so occasioned 
was carefully closed with chromicized catgut and the serosa 
approximated over the closure. The wound was drained 
by two cigarette drains. 

The pathologist (Dr. J. L. Williams) reported: “A red- 
dened piece of tissue seared about the edges 2.5x1.8x1 cm. 
covered on one side by mucous membrane and enclosing a 
punched-out ulcer 0.6 cm. in diameter, 0.5 cm. deep, but 
also having penetrated through the submucous layers. Mic- 
roscopic: Sections of the tissue disclose much chronic in- 
fammation, chronic granulation tissue and a considerable 
amount of intracellular hemorrhage. There are two dis- 
tinct kinds of epithelium here and histologically this epithe- 
lium resembles that of the stomach. Diagnosis: Gastric 
ulcer with perforations.” 

The convalescence for the first week was rapid and un- 
eventful. The temperature averaged 98.8°, the pulse 78 and 
the respiration 20. The leucocyte count fell to 9,560. The 
postoperative urine was normal. For the first 48 hours 
nothing was given by mouth and solution of soda bicarbon- 
ate 2% and glucose 5% was given by rectum. After that dram 
doses of hot water were given every 15 minutes by mouth 
and on the fourth day small doses of milk and lime water 
were given; and from then on the diet was gradually in- 
creased. The drains were gradually shortened and re- 
moved and the stitches were out on the ninth day post- 
operative. On the twelfth day a very profuse and ill-smell- 
ing discharge came from the wound. It contained particles 
of food and had the odor of stomach contents. A diagno- 
sis of accidental gastric fistula was made and all food 
and fluid by mouth was immediately stopped. A seven 
ounce nutritive enema containing milk, one egg and a table- 
spoonful of glucose was given every four hours. Although 
the discharge at once became very much less the skin about 
the wound became red and excoriated for a diameter of about 
8 inches and particularly near the wound edges. The irri- 
tated area was protected by zinc oxid ointment. The patient 
was maintained in comfortable condition and the discharge 
from the fistula, which after the first day contained bile, 
became steadily less. On the 19th day postoperative the 
patient began to be uncomfortable and drowsy and albumin 
appeared in the urine. On the 2oth day he was nauseated 
and had double vision at times and on the 21st day the 
urine, in addition to albumin, contained granular casts and 
red blood cells. The specific gravity was 1032. 

Fortunately by this time the fistula was closed save for 
a slight superficial discharge and on the next day, the 22nd 
postoperative and the 1oth of the fistula, it was considered 
completely closed. From the 17th day on, half-ounce doses 
of water in which was dissolved 5 grains of soda bicar- 
bonate had been given every 4 hours by mouth. This was 
gradually increased and on the 21st day dram doses of milk 
and lime water by mouth was started. From then on the 
Progress was rapid. .The nourishment by mouth was cau- 
tiously increased and the wound healed completely. The 
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albumin and red cells disappeared from the urine. 

The patient was allowed up and about and his spirits rose 
tremendously. He comfortably consumed a soft diet of 
milk, toast, cereal and poached egg by the 27th day and 
was discharged from the hospital on the 31st day. 


In this case it seems reasonable to conclude that 
the fistula did not occur as a result of inaccurate 
approximation of the stomach wound else it would 
have occurred before it did. However, many would 
criticize adversely the excision of the ulcer. Simple 
closure by a purse-string without excision is prob- 
ably the method of choice of the majority of sur- 
geons. 

Perhaps the cause of the fistula was the use of 
an absorbable suture (chromicized catgut) in place 
of silk and (or) the too rapid increase of the food 
intake. The cigarette drain was rapidly shortened 
after the first day and is not thought to have jeop- 
ardized the gastric suture line. 

It is of interest to note that small quantities of 
fluids by mouth given in the last days of the fistula 
did not interfere with the closure. 

In fistula of this type it might be said that the 
nearer the point of origin of the fistula is to the 
ampulla of Vater the less favorable is the prog- 
nosis. | 
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DRAINAGE IN CHOLECYSTECTOMY. 


In cholecystectomy there is no special problem in 
drainage ; but in cholecystectomy the method and posi- 
tion of drainage is open to question. It is an axiom 
established through Morrison’s pouch, then it must be 
that the best drainage is dependent drainage which is 
frequently best secured through a counter incision at 
the bottom of Morrison’s pouch. In fact, in cholecy- 
stectomy the question of drainage is paramount, for 
if it is not adequate, a subphrenic abscess may be es- 
tablished. If adequate dependent drainage is not 
ample through the abdominal incision, so that by no 
chance will there bé an accumulation of fluid at any 
one point which may be dispersed by the respiratory 
movements.—GEORGE W. CRriLE in the N. Y. State 
Tournal of Medicine. 
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A CASE ILLUSTRATING THE KNOTTING 
OF THE DUODENAL TUBE IN A BILI- 
ARY DRAINAGE THROUGH GASTRIC 
HYPERPERISTALSIS 
M. Gotos, M.D. 


New York 

The following case, which came within my expe- 
rience, indicates that knotting of the duodenal tube 
during the process of its passage to the duodenum, 
may be caused by gastric hyperperistalsis. 

In this case the tube readily entered the stomach, 
but, judging by the customary tests, it had appar- 
ently failed to effect a passage through the pylorus. 


Under the circumstances, installations for the relax- 
ation of Oddi’s sphincter were naturally deemed un- 
necessary. A two hours’ wait having proved futile, 
the patient was fluoroscoped, and a roentgenogram 
was made immediately for permanent record. As 
may be seen, it showed plainly that the tube had 
knotted. Subsequent examination of the tube, 
which was withdrawn from the stomach only with 
considerable discomfort to the patient, showed a 
well formed knot which had been tightened consid- 
erably in the process of removal. 

A subsequent examination of the gastro-intestinal 
tract for eliminative evidence of gall-bladder dis- 
ease, showed a marked gastrospasm of the eight- 
cycle type, the spastic incisurae having caused both 
curvatures of the stomach to double upon themselves 
to such a degree as almost to cut the column of the 
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opaque meal into two. 

It was then inferred that the knotting of the tube 
was due to the marked gastric hyperperistalsis. 

At the next session, the patient was put under the 
influence of atropine sulphate, hypodermatically in- 


jected, and a successful passage of the tube through 


the pylorus was obtained. 

In addition to indicating that gastric hyperperis- 
talsis is a likely cause of knotting of the duodenal 
tube, this case incidentally emphasized the point that 
the fluoroscope is the means, par excellence, for 
ascertaining whether the tube successfully passed 
through the pylorus, be it for purposes of feeding, 
trans-duodenal lavage, or biliary drainage. 

38 W. 76TH STREET. 


THE PROSTHETIC RESTORATION OF A 
PORTION OF THE MANDIBLE, IN- 
CLUDING THE TEMPORO-MAND- 
IBULAR ARTICULATION ON 
ONE SIDE 
VeETHAKE E. MirtcuHett, D.D.S. 


New York 
Associated with resection of the mandible for 


a malignant growth the problem of a prosthetic 
restoration is often presented. This restoration 
is not difficult when only a section of the body of 
the bone is removed, and teeth are left in the re- 
maining sections. But in a number of cases, to 
completely eradicate the disease, it is found 


Fig. 1 


necessary to remove also the ramus and articu- 
lating condyles on one side. Under these condi- 
tions it is difficult to restore the lost tissues and 
the function of the mandible. . 

‘Four such cases have been under my care in 
recent years and in endeavoring to solve the prob- 
lem a method has been devised by which quite a 
satisfactory result has been obtained. To illus- 
trate this method one of the four cases is here 
reported. 

Case III. Woman, age 25. Large cystic tumor 
of the mandible, left side, extending from the 
median line back into the ascending ramus. To 
completely eradicate the disease a heroic opera- 
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tion was decided upon, in which it would be 
necessary to resect the mandible at a point just 
anterior to the right cuspid tooth, disarticulate 
the mandible on the left side and remove that 
portion bodily. Previous to the operation, im- 
pressions of both the upper and lower jaws were 
taken, and plaster casts were made and mounted 
on a mechanical frame. This was done, for the 


Fig. 2 
purpose of constructing an interdental splint to 
stabilize the remaining portion of the mandible 
after the operation. Unless this was done the 
contraction of the tissues in healing would pull 
this portion of the mandible to the left, throwing 
it out of alignment with the upper jaw. 


Fig. 3 

The lower cast was sawed apart at this point 
of resection and removed, leaving the right frag- 
ment of the mandible to be preserved, containing 
four teeth, in proper occlusion with the upper 
teeth (figure 1). A lock splint of coin silver was 
cast, the upper and lower segments separately, 
with tubes on the buccal surfaces, so that by in- 
serting a pin through the tubes, the jaws could 
be locked together (figure 2). These splints 
were cemented to the teeth before the operation, 
but not locked together. After the operation the 
pin was inserted by the surgeon and the jaws 
thus locked. The splints were allowed to remain 
for six weeks after the operation, and were then 
removed. 
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While the remaining fragment of the mandible 
would move to the left when the mouth was 
opened, it could easily be brought back to posi- 
tion. It is evident that the four teeth would have 
to support the restoration, and to get the com- 
bined support of the four, all were fastened to- 
gether. This was accomplished by means of gold 
caps cemented to the teeth, and previously sol- 
dered together. The space between the second 


Fig. 4 
bicuspid and the molar was utilized for a split- 
bar, making a firm-removable attachment for the 
restoration. 

A gold saddle was cast to fit the lingual sur- 
face of this portion of the mandible, over the split- 
bar, filling the space between the bicuspid and the 
molar. 

To the anterior portion of the casting, and con- 


Fig. 5 


forming in direction to the original mandible, 
was soldered an oval platinized gold bar, 12 
gauge. This extended back as far as the position 
of the first molar on the left side. At this point 
it was bent up at a right angle and of sufficicnt 
length so that when the U-shaped piece of the 
same bar was soldered to it, the upper surface of 
the bar occluded with the anterior, occlusal sur- 
face of the upper second molar. This made a 


.frame-work to which the artificial teeth and vul- 


canite restoration were attached. Figure 3 shows 
the gold. caps on the cast and the removable 
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frame-work. Figure 4 shows the restoration. 

The upper left second molar was elongated by 
means of a gold cap covering the tooth, and a 
gold casting, cylindrical in shape, slightly taper- 
ing, and nearly the same diameter as the tooth, 
was soldered to it. This was made just as long 
as the tissues of the floor of the mouth would per- 
mit when the mouth was closed (figure 5). 

When the restoration is in place, the U-shaped 
bar slips around the elongated tooth of the upper, 
producing a loose joint, allowing the opening and 
‘closing of the mouth, and preventing the mandi- 
ble from moving back on the left side, and retain- 
ing the alignment of the mandible to the maxilla. 

As to the service of the restoration in mastica- 
tion, this depends very much upon the ability of 
the patient to adapt herself to the new conditions. 
and the increase in strength and activity of the 
muscles on the right side. 

The speech is greatly improved by the restora- 
tion, as also is the control of the movements of 
the mandible. 

17 East 38TH STREET. 


AN IMPROVED LOCAL ANESTHESIA 
SYRINGE 
LeicH F. Watson, M.D, 


CHICAGO 
The shortcomings of the ordinary hypodermatic, 


intravenous or aspirating syringe for use in local 
anesthesia infiltration are generally recognized: The 
small syringes require frequent refilling, while those 
made of glass are easily broken, especially after fre- 
quent boiling, and the ordinary slip-needle will come 
off when injecting under pressure. The special 
syringes and infiltration apparatus on the market are 
often too expensive for the physician who uses local 
anesthesia only occasionally. 


To overcome these drawbacks, the syringe illus- 
trated has been made for me by Becton, Dickinson 
& Co. It is all-metal and unbreakable; it will last 
for years, and the cost is about the same as for an 
ordinary glass syringe of the same capacity. It is 
made of light metal, has comfortable ring finger 
rests,,and holds % ounce (7.5 c.c. or mils). The 
eccentric tip allows the needle to lie parallel with the 
skin and makes intradermal infiltration easy. 

The syringe is equipped with the Luer needle-lock 
features, and it is impossible for the needle to fly off 
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even under the strongest pressure. The needle js 
securely fastened by turning to the right, and js 
easily removed by turning to the left. A metal disk 
near the hub prevents the needle from slipping into 
the tissues in case it breaks. The ordinary Luer slip. 
needle can also be used with this syringe. 

With simple care the piston will fit tight and 
never stick. The barrel and piston should always be 
sterilized separately, and never be put together until 
they have cooled off. The piston should be lubri- 
cated with a drop or two of mineral oil before the 
syringe is put away. 


A CASE OF ANIMAL PARASITES (MAG. 
GOTS) IN THE NOSE* 
J. Coteman Scat, M.D. 


Adjunct, Otolaryngological Department, Gouverneur 
Hospital; Chief of Clinic, Otolaryngological Depart- 
ment, Beth Israel and Gouverneur Hospitals, 
New York 


Animal parasites in the nose are extremely rare in 
this section of the country, but are seen quite fre- 
quently in the tropics and in southern parts of the 
United States. On this subject I have found very 
few cases reported in the literature. Most cases were 
in patients suffering from ozena. In these cases the 
flesh fly is attracted into the nasal cavity, while the 
individual is asleep, by the fetid odor of the decaying 
crusts. Their entrance is made easy by the roomi- 
ness of the nasal cavities usually present. With such 
favorable warm surroundings the hatching of the ova 
and their development into maggots takes place in 


from twenty-four to thirty-six hours. 

J. M., female, 18, a high school student, was referred 
by Dr. Croce for treatment of gumma of the nose. A 
partial saddle-nose was already developed with the entire 
anterior septum gone. Both nares were packed with foul 
smelling thick crusts. Besides specific treatment, fre- 
quent nasal douching with potassium permanganate s0- 
lution was resorted to for relief. On July 9, 1924, the 
patient appeared at my office, stating that for the pre- 
ceding two days she had been sneezing and suffering 
severe frontal headache and itching in the nose. On tli 
morning of her visit to my office this became unbearable 
that after violent blowing of the nose she expelled a live 
maggot which she brought for my inspection. It wat 
about three-eights of an inch in length and one-eighth 
inch in diameter, and appeared to be the larva of tl 
common flesh fly (scarophaga). 

Examination of the nose failed to reveal any mort 
parasites. The nares were cleaned thoroughly with antt 
septics and calomel ointment was applied. The following 
day she returned with severe pain over her frontal 
regions, headache, coryza and a sero-purulent discharge. 
The tissues about her eyes and face were both discolored 
and swollen. Irrigation readily dislodged about nine mag- 
gots. Upon thorough cleansing of the nose a large patl 
of the necrosed vomer and a huge decayed scab, 
which the maggots were evidently hatched, were tt 
moved. The symptoms immediately subsided and the 
patient believes her original condition much improved. 

In this case the fly was attracted into the 
cavity by the necrosed gummatous bone while th 
patient was asleep. The ova were deposited and 


*From the Otolaryngological Department of Beth Israel Hospitd;, 
New York. 
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hatched into maggots in about twenty-four hours. 

The reason so few maggots were expelled in this 
case is accounted for by the frequent irrigation of 
the nose with the potassium permanganate solution 
during the development of the ova. This evidently 
dislodged and washed out most of them before they 
could be hatched. 

g50 ParK AVENUE. 


TORSION OF UNDESCENDED TESTICLE. 
A CASE REPORT 
Hivsert F. Day, M.D., F.A.C.S. 
Boston 

The following case, although a simple one to deal 
with, is rare in my practice of surgical pediatrics. I 
think it is worth noting because of its rarity, be- 
cause it illustrates a condition to consider in the dif- 
ferential diagnosis of tumors in the inguinal region, 
and, finally, because of the possibility of what may 
happen to an undescended testicle. 

Francis H., 6 months old. 

Family history: Unimportant. 

Past history: Full term baby, instrumental de- 
livery. Breast fed for three months. No previous 


illness. 


Present history: For three months the mother had 
noticed a small lump in the right inguinal region. A 
local physician diagnosed it as an undescended testi- 
cle, and said nothing should be done until the baby 
was older. 

On June 20, 1924, the day of admission to the 
Boston Dispensary Hospital, the mother noticed that 
the lump had become much larger and that the child 
was evidently suffering pain. 

Physical ‘examination: Well developed and nour- 
ished child. Skin, head, scalp, eyes, nose, lips, teeth, 
tongue, tonsils, palate, pharynx, neck, thorax, lungs, 
heart, posture, extremities, reflexes and urine nor- 
mal. Abdomen, wall level with costal margin; no 
spasm, tenderness, pain or rigidity on palpation; no 
inasses felt; liver and spleen not palpated. 

In the right inguinal region is a lump about 3 cm. 
across, which does not fluctuate and apparently does 
fot increase in size when child cries, which he does 
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when the lump is palpated. Adherent prepuse. No 
testicle on the right side of scrotum. 

Preeperative diagnosis : Strangulated, undescended 
testicle. Incarcerated inguinal hernia( ?) 

Operation: Ether anesthesia, Dr. Cannady. As- 
sistant, Dr. Slater. Incision over inguinal canal, car- 
ried down to it. This exposed a tumor which was 
about 2 1/2 cm. in sizé and black, and gave the gen- 
eral appearance of a strangulated knuckle of gut. 
The covering over it, which simulated a sac, was 
opened, with the escape of oxidized blood, quite black. 
It was immediately seen that we were dealing with a 
testicle whose blood supply had been interfered with, 
and examination showed the cord to be twisted sev- 
eral times After untwisting it, practicaliy no circu- 
lation returned to the testicle and it was decided that 
it was not viable. The cord was ligated and divided 
and the stump dropped back into the abdomen. The 
hernial opening was then repaired. 

Postoperative note: Convalescence was uneventful 
save for a slight intestinal upset on the 6th day. 
Wound healed by first intention. Patient discharged 
relieved on tenth day. 

The specimen, here illustrated, is in the Museum 
of the Harvard Medical School. 


DANGERS OF CATHETER LIFE. ~ 

Catheter life may present little risk, though mugh 
inconvenience, to comparatively young prostatics 
who start upon it before the kidneys have become af- 
fected by back pressure; but experience tells me that 
if catheter life, or the “catheter operation” as I pre- 
fer to call it, is started after the kidneys have begun 
to fail, it‘is more dangerous than open operation 
done in two stages, and cannot prolong life as a suc- 
cessful two-stage operation can and does. In ob- 
vious cases with a giant atonic painless bladder and 
clear clinical signs of back pressure, on no account 
whatever should a catheter be passed for the purpose 
of carrying out tests. In such cases a catheter may 
kill in 48 hours. The only safe test to employ in 
such cases is an estimation of the blood urea. The 
bladder should simply be drained with a Pezzer tube, 
and the urethra left alone. Suprapubic drainage 
presents far less risk than catheter drainage. Tests 
can be carried out later through the Pezzer tube 
without passing a catheter.--Franx Kipp in The 
Lancet. 


If a thickened epididymis, with or without a sinus, 
has been discovered in a patient with intractable 
cystitis, the diagnosis of urinary tuberculosis is high- 
ly probable. — HErMAN C. Bumpus in Minnesota 
Medicine. 
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SOME CONSIDERATIONS OF ACUTE 
OSTEOMYELITIS 

Probably many surgeons have observed an occa- 
sional instance of an acute osteomyelitis that has sub- 
sided without operation. Although this phenom- 
enon is described—when at all—as occurring, some- 
times, in children, we believe that we have also ob- 
served it in adults. In his paper on “acute osteomye- 
litis” delivered by John Fraser of Edinburgh at the 
last meeting of the British Medical Association 
(British Medical Journal, October 4, 1924) he des- 
cribes this mild type of acute osteomyelitis in chil- 
dren and expresses the opinion that it is “almost in- 


variably pneumococcal” in origin. He says 

The pathologist recognizes a serous or albuminous 
type of osteomyelitis. From observations which we have 
made we believe that the bacteriology of this type is 
almost invariably pneumococcal, and our clinical expe- 
rience has been that a considerable proportion of these 
cases subside without operative interference. In fact, I 
go so far as to say that in this class of cases operation 
in the early stages is actually harmful, for it may result 
in dissemination of the disease, and it certainly is fol- 
lowed by soft tissue suppuration and sequestrum forma- 
tion. 

Certain peculiarities indicate this special variety of 
case. It affects babies and young children, the tempera- 
ture is rarely as high as in the ordinary suppurative 
osteomyelitis, the evidences of toxemia are slight in de- 
gree, and the joint which is associated with the affected 
bone is usually the site of a serous effusion. Under 


these conditions we suspect that-the infection is of the 
serous and pneumococcal type; a blood count is there- 
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fore taken, and it demonstrates a degree of leucocytosis 
which is very much less than that which appears in the 
suppurative variety. 

{n this type of case we delay operation; extension is 
applied to the limb, fixation splints are employed, hot 
local applications are used, and the pain is relieved by 
the administration of chloral and bromide. In a consid- 
erable proportion of cases the temperature falls, the pain 
disappears, and the child regains his general health, 
Occasionally suppuration may ensue, but it is local in 
its extent; its presence is suspected if the temperature 
rises after a preliminary fall, if pain persists, or if local 
redness or edema appears, and the development of the 
focus is followed by repeated x-ray examination. With 
the establishment of a definite focus of suppuration 
relief is obtained by a single trephine opening. 


These occasional instances of spontaneously sub- 
siding osteomyelitis are probably usually recogniza- 
ble by the relatively mild symptoms, as thus describ- 
ed by Fraser, and in any case a very brief period of 
observation will probably resolve any doubt; if a 
reasonable doubt should persist after a few hours 
it is, we believe. far better to operate without delay 
than to lose precious time in further observation—far 
better to take the chance of opening non-suppurating 
tissues than the graver chance of increased bone des- 
truction and of overwhelming sepsis. 

‘By what type of operation should acute osteomye- 
litis be approached ? By simple evacuation of a subper- 
iosteal abscess (if this has formed), by trephinage to 
the bone marrow, by gutter osteotomy, or by subper- 
iosteal resect.on of the bone? Sometimes, to be sure, 
simple free drainage of a subperiosteal abscess is suf- 
ficient or sufficient for the time being. In these 
cases we must assume that the infection within the 
bone had spent its force or that, as Ralph Fitch of 
Rochester, N. Y., states, (N. Y. State Journal of 
Medicine, October, 1924): “The disease itself has 
already made a drainage channel from the original 
focus to the soft tissues”. In so many of these 
cases, however, there is active suppuration in the 
marrow as well as beneath the periosteum, that we 
incline to the opinion that it is best to also expose 
and drain it through an opening in the bone unless, 
to be sure, the patient’s condition warns against this 
added step. Whether one uses a burr, trephine or 
gouge is probably not important. Drilling is quick 
and more readily controlled than chiselling; and the 
gouge or chisel can be used to connect trephine open- 
ings if this seems desirable. We question the wis- 
dom of a routine extensive gutter osteotomy in the 
acute stage. It is more time-consuming and more 
traumatizing than some of these small, desperately 
ill patients can stand; it leads to more sequestrum 
formation and deformity than is always necessary; 
and such mechanical considerations as might indi- 
cate the desirability of a gutter or “boat shaped cav- 
ity” to effect healing can be thus dealt with at a later 
date when the extent and character of the osteotomy 
required can be better determined. It seems to us 
that the length of bone removal (gutter) should be 
determined rather by the extent of suppuration in 
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the cancellous bone (which varies greatly and may 
be very little) than by the length of bone marrow 
that is purulent. This marrow pus can be drained by 
one or more trephine openings or washed out be- 
tween two openings as distant as may be necessary. 
It seems to us desirable that this often thick, tenaci- 
ous marrow pus should be gertly wiped or washed 
away, but we agree with Fraser and other surgeons 
who hold that the common practice of scraping out 
the bone with a curette is a bad one. It “increases 
the degree of necrosis.in the cortex of the bone”, as 
stated by Fraser, who believes that it also dissemi- 
nates the infection. 

In the rare instances of acute osteomyelitis of the 
fibula, primary subperiosteal resection is, for ob- 
vious anatomical reasons, the operation of choice. 
For acute osteomyelitis of the other long bones rou- 
tine primary subperiosteal resection—urged by Ac- 
ton Davis and some other surgeons—seems to us a 
more radical procedure than is necessary. Although 
it removes at once all the infected bone it leaves a 
flail and useless extremity that requires months or 
years in apparatus or in bed and, often, recourse to 
the exnedient of one or several bone implantations. 
It is auite impossible in the acute stage to predict 
how much bone will necrose. Usually the entire 
thickness does not die, and often only a compara- 
tively small part must evertually be dealt with as a 
sequestrum. Even though a large extent of bone. 
transversely or longitudinally. is to necrose it is bet- 
ter for the stability of the limb that this should be 
dealt with not by an anticipatory operation but bv re- 
moval at a time when new bone formation maintains 
in some measure the form of the extremity. 

Primarily the extent of sequestrum formation var- 
ies with the extent of involvement of the bloodvessels ; 
but it must also be borne in mind, whether one is 
Jealing with acute or with chronic osteomyelitis, that 
the surgical ‘insult itself often produces sequestra. 
Wherever the bore is drilled or chiselled the neigh- 
boring cells may die. 

That the onerative treatment of acute—and chron- 
ic—osteomyelitis is not agreed upon and standardiz- 
ed is due to differences of opinion concerning not 
only the mechanical principles to be applied but also. 
and more particularly, the pathology of the proces 
for which they are invoked. To quote again from 
very recent utterances, Fitch says (loc. cit.) 


If we are not much mistaken, the common conception 
of acute osteomvelitis is that the primary infection takes 
Place in the medullary canal... . As a matter of fact, 
the. primary focus of infection in acute osteomvelitis 
occurs in the cancellous hone in the diaphysis adjacent 
to the epiphyseal line. Surgery should, therefore, be 
directed to this region, instead of to the medullary canal. 

An incision should be made over the point of maxi- 
mum tenderness. This will lead to the periosteum im- 
mediately above the epiphyseal line. The periosteum is 
then split and the cortex of the bone, which is very 


.thin, is removed from, a.small area. Two or three drill 
‘oles’ made ‘imto’ the cancellous running 
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toward the epiphyseal line. This procedure furnishes 
an exit for the inflammatory exudate and is usually 
sufficient to permit the protective agencies of the body 
to gain the upper hand of the disease. In such instances, 
complete recovery will take place within a few weeks. 

If surgery is not done in the early stage of the disease, 
the infection spreads in the path of least resistance. 
Ordinarily, this path leads outward . In this 
manner we have formed a subperiosteal abscess . . . . 

In cases that have progressed for some time before 
operation, the question as to whether or not the medul- 
lary cavity has become infected must be seriously con- 
sidered. Oftentimes, one guess is as good as another in 
regard to this point. Unless there is exceedingly good 
reason to believe that the medullary cavity is infected, 
I prefer not to open it. It seems wiser to be content 
with draining the subperiosteal abscess and waiting for 
twenty-four or thirty-six hours. If, after that time, the 
patient’s condition is satisfactory, well and good. If it 
is not, the medullary cavity should be explored. 


A splendid piece of work was done by the pro- 
fession in educating the public concerning acute ap- 
pendicitis. The average layman in most civilized 
communities knows that abdominal pain is a sign’fi- 
cant symptom and consults a physician promptly. 
There is no reason why parents cannot also be edu- 
cated to regard pain and swelling in an extremity not 
as “growing pains” or “rheumatism” but as a threat- 
ening condition demanding immediate medical coun- 
cil. Such an education can be accomplished by word 
of mouth from the family physician and by articles 
in popular health magazines and other lay publica- 
tions. 


THE AMERICAN COLLEGE OF SURGEONS 
—AND ITS DIRECTING GENIUS. 

Last month in New York the American College of 
Surgeons, now eleven years old, held its annual Clin- 
ical Congress of Surgeons and its convocation, and 
somewhat over five hundred new Fellows were ad- 
m'tted. So remarkable have been the accomplish- 
‘merits within a few years of this important body that 
it is interesting, indeed, to survey the achievements 
of the man who conceived the College ard directs 
its many correlated activities. In 1oo5 Dr. Frank- 
lin H. Martin of Chicago, established Surgerv. 
Gynecology and Obstetrics, a monthly journal that at 
once took its place among the leading surgical publi- 
cations of the world. In 1913 he added to it The In- 
ternational Abstract of Surgery, the best abstract and 
index of the world’s surgical literature published in 
English if not, indeed, the best in any language. A 
few years ago Surgery, Gynecology and Obstetrics 
became the official organ of the American College of 
Surgeons and it is whispered that the College is some 
day to inherit this very valuable property, as a be- 
quest. . 

Believing that “show me” is better than ‘“tell me”. 
“that surgical practitioners of this country would ap- 
preciate an opportunity to attend specially prepared 
clinics and demonstrations, Dr. Martin originated in 
1910 the Clinical Congress of Surgeons of North 
Atiérica~a: projéet that from the: very. first-has-been 
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a great success. As many as 4000 surgeons have 
gathered for these clinics—equalling the attendance 
at the meetings of the American Medical Associa- 
tion. Indeed, so large was the number of visitors 
that the clinics could not accomodate them all and 
it became necessary to limit the attendance. These 
congresses have supplemented publications in dif- 
fusing information concerning new surgical methods, 
and have done more than publications in disseminat- 
ing familiarity with the technics and abilities of vari- 
ous American and Canadian surgeons. 


Perhaps it was the Clinical Congresses that plant- 
ed in Dr. Martin’s fertile and active mind the con- 
ception of the American College of Surgeons. At 
any rate, after much careful discussion and plan- 
ning, in which he had the cooperation of the most 
eminent surgeons of this contirent, the College was 
lau~ched in 1913 with about 400 charter members. 
avd has srown to a body of over 6000 Fellows, in- 
cluding almost all of the best qualified surgeons of 
North America and, now, many of those in South 
America. Organized on a democratic basis, the ad- 
mission of applicants to fellowship is determined by 
ethical qualifications and by surgical training and 
experience. The standard is high enough to estab- 
lish fitress, and not too severe for any ethically 
worthy and competent surgeon. The final determina- 
tion of acceptability has represented a vast labor of 
love on the part of the earnest body of men that 
constitute the Regents. The college was instituted to 
elevate the standards of surgery and of surgical prac- 
tice by establishing standards of fellowship. The 
next step in this purpose was the establishment of 
standards for the surgeon’s workshop — hospital 
standardization. This activity, which has been con- 
ducted by Dr. Martin, as director-general, and by 
his associates, Drs. MacEachern and Craig, and 
which has been proceeding intensively for several 
years, is too familiar to need comment or descrip- 
tion here. It is a splendid accomplishment,—thus 
far the greatest accomplishment of the College, in 
its beneficence to the public—and if Dr. Martin had 
done nothing more than to originate and direct this 
important enterprise he would have earned the grati- 
tude of the profession and of the people of the 
United States and Canada! 

In 1917 the American College of Surgeons took 
over the Clinical Congress of Surgeons as one of its 
activities. Long before this, indeed at the second 
convocation of the College, in 1914, Dr. Martin 
launched plans to secure for the college a suitable 
and dignified home.. This has been provided in Chi- 
cago and is. growing with the erection of the John 
B. Murphy Memorial Building, paid for by lay friends 
of that great surgeon and by the Fellows. The Col- 
lege now houses a large and rapidly growing library 
of books, reprints and journals by and. from which 
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is being conducted the Literary Research service, 
which supplies the surgeon remote from libraries, or 
the too busy surgeon in the large cities, with original 
articles or complete typewritten bibliographies and 
abstracts on any desired subject! 

And now Dr. Martin, Chairman of the Board of 
Directors of the proposed Gorgas Memorial Institute 
of Tropical and Preventive Medicine is promulgating 

also “The Gorgas Idea,”-the purpose of which is by 
dignified propaganda to educate the public in matters 
of health, disease and disease prevention and to 
familiarize it with the accomplishments of scientific 
medicine. If he succeeds in this—and we doubt not 
he will—as he has succeeded with his other splendid 
undertakings, the country will owe him another 
debt. This brief summary of achievements would 
not be complete without reference to Dr. Martin’s 
important services during the war on the Council of 
National Defence, through which especially he con- 
tributed so much to the mobilization and organization 
of American medicine’s participation. 


One who watches the workings of a convocation of 
the College and the Clinical Congress is at a loss 
whether to marvel more at the perfection of the de- 
tails by which the Director-General manages these 
affairs through his able lieutenant, Mr. Ballou, or at 
the exceeding modesty with which this man of ideals 
and achievemerts carries himself. Certainly one can- 
not but wonder what he is going to do next. We 
fervently hope that it will be many years before the 
American College of Surgeons inherits as its proper- 
ty its official organ, Surgery, Gynecology and Ob- 
stetrics. 


Progress in Surgery 


Selections from Recent Literature 


Resuscitation by Direct Massage of the Heart in Cardiac 
Arrest. Wa ter Lee and T. McKean Downs, 
Philadelphia. Annals of Surgery, October, 1924. 

The earlier cardiac massage is instituted after cessation 
of the heart beat, the greater is the liklihood of success. 
Time should not be lost waiting for hypodermic stimu- 
lation to act. If the circulation has actually stopped, it 
cannot act. 

The quickest and the easiest method of approach is 
the best. This is usually the abdominal transdiaphrag- 
matic route. If this is not successful within two or three 
minutes the diaphragm should be incised, the heart 
grasped in the hand and directly stimulated. 

No patient should be abandoned as beyond resuscita- 
tion until cardiac massage has been tried without suc- 
cess. 

In about 25% of the recorded cases, cardiac massage 
has successfully resuscitated the patient. 


Report on Two Cases of Direct Injection into the Heart 
for Arrest of Heart Beat During Anesthesia. W. B. 
HoweELt, Montreal. The Lancet, October 11, 1924. 

Of recent years massage of the heart has been dis- 
placed by direct injection. Howell reports two cases in 
which the heart stopped beating but was set going again 


by means of the direct injection of adrenalin. 


When breathing stops during anesthesia the first thing 
is to ascertain the condition of the heart, for no amount 
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of artificial respiration will oxygenate blood which is 
not circulating. Time spent in giving hypodermic injec- 
tions, hot applications, and so forth, is merely compris- 
ing the chances of recovery. The actual injection is 
apparently harmless. Many autopsies have been done 
on patients in whom cardiac injections have been given, 
but in none has damage to the heart been recorded, 
whereas damage to the heart muscle which was incon- 
sistent with life has been revealed after cardiac massage. 
The needle should be inserted into the fourth intercostal 
space at the upper edge of the fifth rib, close to the 
sternal border, or else one finger’s breadth inside the left 
border of relative heart dullness. By the first route, the 
right, and by the second, the left ventricle is reached. 
By either the internal mammary artery is avoided. The 
needle is known to be in one of the cavities of the heart 
by the escape of blood when the stylet is withdrawn. If 
the heart is much distended with blood it may be of 
advantage to let some escape. It would seem most 
rational to make the injection into the heart muscle 
itself. The injection can be conveniently made by means 
of a spinal puncture needle. 


Intravenous Use of Mercurochrome. F. S. Hopkins, 
Springfield, Mass. The Boston Medical and Surgical 
Journal, October 16, 1924. 

Hopkins records 12 cases. His experience with the in- 
travenous use of mercurochrome has not equalled expec- 
tations. Of the 12 cases there were 5 in which it was of 
no benefit, 5 of temporary or doubtful benefit, and 2 in 
which he considered it of definite value. Even in these 
cases it is impossible to prove that the results obtained 
were due to the use of mercurochrome. The cases in 
which temporary improvement ‘was secured might indi- 
cate that daily injections should be used over more pro- 
longed periods. The reactions following its use were not 
at all alarming except in one case where a rapid and 
irregular pulse occurred. This, however, responded 
promptly to digitalis. 

In many cases of infection that are not readily con- 
trolled by simple surgical procedures mercurochrome is 
of sufficient value to warrant continued trial. In cases 
of septicemia it should always be used, for it offers a 
hope of cure in an otherwise usually fatal condition. 

In the discussion of this paper it was stated by several 
that mercurochrome, instead of being always a stable 
solution, does break down occasionally, and we get the 
poisonous effects of mercury as shown by salivation and 
intestinal symptoms; nephritis and large white kidneys. 
Autopsies in three cases seem to bear out the possibility 
of some poisonous reaction. 


Two Years’ Experience with Mercurochrome 220 in 
Ophthalmic Therapeutics. M.F. Weymann, Los An- 
geles, Calif. California and Western Medicine, Octo- 
ber, 1924. 

In the acute catarrhal conjunctivitis cases particularly 
those where the pneumococcus is found, the discharge 
clears up most rapidly under the use of the ordinary 
silver nitrate solution followed by 2% mercurochrome, 
after the excess silver nitrate has been washed away with 
normal saline solution. 

In infected corneal ulcer the mercurochrome aids 
greatly in getting the ulcer clean and seems to stimulate 
the growth of epithelium. The area of a deep ulcer will 
stain with mercurochrome long after it has been covered 
with epithelium and refuses to stain with fluorescin. 
n these cases the clearing of the opacity seems to be 
astened by the daily application of mercurochrome until 
there is no further staining. 

In trachoma, except in some few patients where the 
Mercurochrome proved to be a definite irritant it has 
acted as a synergist in combination with silver nitrate. 
It is especially of value in those cases where there is 
much discharge. 

In chronic dacryocystitis where there is a mucopuru- 
lent discharge from the sac it may be changed to a simple 
Mucus discharge in a couple of days by the installation 
of the mercurochrome solution. .On the next day. after 
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the use of the drug the discharge expressed will have a 

deep red color. 5 

Blood Transfusion. Indications and Method of Admin- 
istration. Harotp W. Jones, Philadelphia. The At- 
lantic Medical Journal, September, 1924. 

Jones concludes: 

1. The only reason for adding sodium citrate to the 
blood is to prevent coagulation. 

2. Coagulation does not occur with the Unger whole 
blood transfusion. It is the method of choice. 

3. Citrated blood is contraindicated in cases with 
lengthened coagulation time and reduced platelet counts. 

4. Slight rises of temperature and slight chills are not 
harmful to the patient. 

5. Severe hemolytic reactions seldom occur in patients 
with secondary anemia, if the patient is properly typedl. 

6. The blood should be typed and cross agglutinated 
before each transfusion. 

7. A sign, warning of hemolytic reaction, is the ap- 
pearance of petechiae in the area about tourniquet, except 
in purpura hemorrhagica. 

8. The terms “universal donor” and “universal recip- 
ient” should be discarded. 

9. The greatest success with transfusion is in cases of 
secondary anemia. 

10. Blood transfusion is indicated in septicemia if a 
secondary anemia is present. The anemia is being 
treated, not the infection. 

11. Patients with secondary anemia react’ differently 
from those with primary anemia, hemolytic icterus and 
purpura hemorrhagica. 

12. In primary anemia there is an initial rise in 
hemoglobin and red blood cells with a rapid decline in 
three, five or seven days to as low or a lower level. 
This also occurs in purpura hemorrhagica and hemolytic 
icterus. 

13. Transfusions should be given in these conditions 
every three or four days. 

14. Moderate amounts of 350 to 450 c.c. produce the 
best results. 

15. Reactions are more common after a seven day 
period has elapsed between transfusions. 

16. Transfusions are almost specific in purpura hemor- 
rhagica. 

17. In pernicious anemia, whole blood should be given 
in amounts of 350 to 450 c.c. every three to five days. 

18. Transfusions are given to stimulate remissions to 
carry the patient along at a nutrient level until a remis- 
sion occurs and to relieve symptoms. 

19. There is always danger of a severe hemolytic reac- 
tion in pernicious anemia. 

20. When the blood has been raised to 85% hemo- 
globin and four million or more red blood cells, this 
level should be maintained by injections of whole blood 
subcutaneously. 

21. It is not necessary to type this blood, but it is 
— to inject it immediately after withdrawal from 
onor. 


The Closure of Chronic Empyema Cavities by Chemical 
Treatment. W. D. Gatcu, Indianapolis. The Journal 
of the Indiana State Medical Association, September 
15, 1924. 

It is perfectly safe to use in these cavities Dakin’s 
solution of several times the strength usually employed. 
This solution, besides its sterilizing effect, has a bene- 
ficial action in dissolving the thick wall of the cavity 
and in opening up secondary pockets of pus not a drain- 
ing into the main cavity. 

Of twenty-one cases of chronic empyema Gatch suc- 
ceeded in closing seventeen by the use of the so-called 
chemical method. Two cases have died, but neither from 
causes connected with the treatment. One patient with 
tuberculosis still has a small sinus, but is able to work 
and earn a living. One case required a small, and one 
a large thoracoplasty. 

The treatment is devoid of danger, and is easily carried 
out. 

Bronchial fistulae will close practically always when 


q 
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the empyema cavity with which they communicate has 
been completely drained. 

Cavities infected with the tubercle bacillus cannot be 
irrigated with chlorinated solutions unless they have 
very thick walls. 

Aqueous solutions of gentian violet can be used to 
destroy gram-positive organisms in these cavities. The 
same, when free of pyogenic infections, may be closed 
without draining. This offers the only possible hope of 
cure. 

The dissolving action of chlorazene solution on the 
thickened pleura can be demonstrated in vitro, X-ray 
plates of chest before and after treatment demonstrate 
a complete disappearance of the thickened pleura. 


Carcinoma of the Larynx. Grorce W. CriLe and Ropert 
Dinsmore. Cleveland. The Surgical Clinics of North 
America, Vol. 4, No. 4. 

Intrinsic cancer of the larynx is completely curable 
by laryngectomy. Cancer of the larynx that is both 
intrinsic and extrinsic may in certain cases be com- 
pletely cured by laryngectomy and a wide excision of 
the cancer-bearing area. The postoperative application 
of radium or of the x-ray is of value. In inoperable cases 
of extrinsic cancer of the larynx only tracheotomy and 
the palliative use of radium are indicated. Operation for 
extrinsic cancer of the larynx should always include 
block dissection of the indicated gland-bearing areas. 
Local anesthesia alone or, better, combined with nitrous- 
oxid-oxygen is the anesthetic method of choice. Opera- 
tion in three stages beginning with tracheotomy is re- 
quired to assure the minimum reaction and the maximum 
freedom from postoperative complications. 


Gastro-Enterostomy Preliminary to Partial Gastrectomy. 
JTutrus Crister, Jackson, Miss. Southern Medical 
Journal, October, 1924. 

Large saddleback precancerous ulcers, or cancer of 
the lower end of the stomach, not involving the liver or 
colon, may receive great benefit by partial gastrectomy— 
a very hazardous operation. The patients, as a rule, are 
greatly run down. But by doing a gastro-enterostomy 
two or even three weeks before doing a partial gastrec- 
tomy, the general appearance and condition of the pa- 
tients change entirely and the patient looks well, feels 
well, has gained weight and has a greatly increased 
hemoglobin and red blood count. The two or three 
weeks’ delay does not increase the patient’s risk or 
allow much if any progress of the disease nor do the two 
operations in the aggregate add to the mortality. 


Can Simple Submucous Section of the Pyloric Sphincter 
Replace Gastro-enterostomy in Gastric Ulcer? (La 
simple section longitudinale sous-muquese du sphincter 
pylorique, peut elle remplacer dans certains cas, la 
aastroentérostomie pour ulcére de Vestomac?) M. J. 
Epstein, Le Progrés Médical, August 2, 1024. 

The author reports a case in which it was intended to 
perform a gastroenterostomy for a bleeding gastric ulcer. 
The condition of the patient and the numerous adhesions 
found at operation precluded such a procedure and he 
finally decided to perform an operation similar to the 
Ramstedt operation. Following operation the patient im- 
proved markedly and roentgenologically showed a some- 
what fixed but normally functioning pylorus. There was 
a slight diminution of the free and total acidity and 
complete absence of blood in the stools. He advises the 
application of this procedure only in cases in which the 
pylorus is not badly distorted by adhesions and in which 
there is evidence of pylorospasm. ; 


Pulmonary Complications following Gastric Surgery. 
(Des complications pulmonaires au cours de la chirurgie 
‘gastrique).’ X. Devore et Ar., Lyons. La Presse 


Medical, September 20, 1024. 

To minimize this all too frequent complication of gas- 
tric operations, the authors carry out the following rou- 
tine measures: 1. Pre-operative—Gastric lavage repeated 
several times at intervals provided the patient’s condi- 
tion permits. 


«ariesthesia (The authors “place no 
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weight on the contention that pulmonary complications 
are a result of the ether anesthesia.) Extreme gentle. 
ness of manipulation to avoid the formation of septic 
emboli. Rapidity in operating for the same reason. 

3. Post-operative—Elevated position in bed to prevent 
any pulmonary stasis. Prompt use of oxygen as soon 
as the signs of pulmonary congestion appear. 


Infection of the Gall-Bladder in Relation to Pernicioys 
Anemia. Norte Jones and Tuomas M. Joyce, 
Portland, Oregon. The American Journal of the Med. 
cal Sciences, October, 1924. 

Evidence is brought forth pointing to the presence of 
hemolyzing and other microorganisms in the wall of the 
gall-bladder as being the possible cause of idiopathic 
progressive pernicious anemia. 

In a series of 13 cases the presence of chronic gall. 
bladder disease was found by special study in each one, 

Cholecystectomy on 5 patients of this series appears to 
have removed some or all of the symptoms of the disease, 


A Study of the End-Results in 100 Gallstone Cases 
Treated by Cholecystostomy. FE. Macp. Sranron, 
Schenectady, N. Y. Jnternational Journal of Medicine 
and Surgery, September, 1924. 

In gallstone cases cholecystostomy can be depended 
upon to give excellent results provided that all of the 
stones are removed from the gallbladder and ducts and 
that the cystic duct is left in a condition to remain 
patent. 

All of the evidence presented by this group of cases 
indicates that the tendency of the gallbladder to over- 
come infection and to repair the damages produced 
thereby is similar to that of all other hollow viscera, and 
that in the absence of persisting obstruction the subsi- 
dence of the infection and a return to a condition of 
satisfactory functional repair can be confidently expected. 

The 26 cases of acute empyema of the gallbladder 
studied by the writer, in which all of the stones were 
removed at the primary operation and which were treat- 
ed by cholecystostomy, yielded end-results fully up to 
the standard of other groups. This would indicate that 
the surgeon confronted with an acute inflammatory con- 
dition of the gallbladder need have little hesitancy in 
leaving it if he fears that its removal would necessitate 
a more dangerous operation than a simple cholecystos- 
tomy. 

In the presence of choledochotomy for common duct 
stones cholecystostomy has, in the writer’s experience, 
given highly satisfactory end-results. In cases in which 
common duct observations have recurred or subsequently 
developed, the presence of the gallbladder made secont- 
ary cholecystenterostomy a safe and satisfactory opera 
tion. 

The available data would tend to indicate that follow- 
ing cholecystostomy for gallstones recurrence of stones 
in the gallbladder or ducts can be expected at a rate of 
something less than one per cent. per year. 

In the literature of recent years one may find rectt- 
ring statements that a gallbladder once infected is always 
infected and that this organ may play an appreciable 
role in focal infection complexes. These statements. are 
apparently based more on speculation than on fact. 

In all but six of the cases here reported the cholecy- 
stostomy was performed by the method first advoca 
by Lawson Tait. After making sure that all stones have 
been removed from the gallbladder and ducts and that 
there is no reason to suspect an existing or poten 
stricture of the cystic duct, the gallbladder is packe 
with gauze, and if it can be brought to the parietal petr 
toneum without tension, the edge of the opened g@ 
bladder is attached to the peritoneum by several inter 
rupted sutures. 


Pseudo-Gallstone Colic in Cirrhosis and Subacute Atrophy 
of the Liver. (Pseudo-Gallensteinkoliken bei 
zirrhose und Subakuter Leberatrophie). Frrepritt 
Lowy, Vienna. Wiener Klinische Wochenschrift, 

_ ust 28, 1924. : 
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faparotomies were performed under the mistaken diagno- 
sis of cholelithiasis. At operation marked enlargement 
of the spleen and a typical cirrhosis of the liver were 
found. Both patients died. 

A brief review of the various types of cirrhosis of the 
liver is presented and attention is called to the fact that 
it is only in the types of cirrhosis associated with splen- 
omegaly that pseudo-colics occur. The explanation 
offered is that as a result of the congestion and swelling 
of the liver, the vegetative nerves supplying the bile 
ducts are irritated and give rise to typical colic attacks. 


Treatment of the Wound in Operations on the Biliary 
Tract. (Wundversorgung bei operationen an den Gal- 
lenwegen.) Hans von Haserer, Innsbruck. Wauener 
klinische Wochenschrift, September 25, 1924. 

The question of drainage in operations on the biliary 
tract is still under discussion. In spite of the opinion of 
many excellent surgeons of the biliary tract, von Haberer 
makes a plea for the omission of drainage, of course in 
carefully selected cases. The healing time is much 
shortened in those cases that have been primarily 
closed. There is less likelihood of embolism and there 
is less tendency toward the formation of adhesions. 
Yon Haberer closes all cases of cholecystectomy in which 
there are no signs of stone or infection in the deeper bile 
ducts. In icteric patients and in cases of cholangitis he 
drains. In undertaking a primary, closure, it is most 
important to insure a careful exposure and ligature of the 
cystic duct. In those cases in which at the termination 
of the operation, there is the slightest suggestion of bile 
drainage, he uses a small glass drain which is left in 
situ for 24 hours and then removed. Since 1922 von 
Haberer has operated upon 106 cases in which cholecy- 
stectomy was performed. In 42 of these cases the abdo- 
men was closed without drainage. In none of these cases 
did a death supervene. 


Operative Approach to the Spleen. (Operative Zugange 
zur Milz.) Ssoson-JAROSCHEWITSCH, Leningrad. Ar- 
chiv. fiir Klinische Chirurgie, September 15, 1924. 

Operative approach to the spleen is conditioned by 2 

main principles. 1, the size of the incision in relation 
to the amount of abdominal topography exposed; 2, the 
amount of trauma caused. In the light of these two 
factors, the author presents a very comprehensive discus- 
sion of the topographical’ anatomy of the spleen and of 
the numerous incisions suggested. These incisions are 
to be classified in the main under three categories: 1, 
the ordinary laparotomy incision; 2, the thoraco-laparo- 
tomy in which pleura and peritoneum are opened by one 
incision; 3, the transdiaphragmatic laparotomy in which 
the peritoneal cavity is entered through the diaphragm 
from a thorax incision. In this latter method, an incis- 
ion about 15 cm. long is made in the 10th interspace ex- 
tending from the left ilio-lumbar muscles to the left 
posterior axillary line. The 10th and 11th ribs are 
resected. The pleural reflection is then carefully sought 
and the pleura separated from the diaphragm without 
entering the pleural cavity. The diaphragm is incised 
and the whole spleen as well as the kidney, the adrenal 
and a portion of the stomach and liver become easily 
visible. A splenic abscess may be easily drained through 
this incision. The author recommends his method in 
the treatment of splenic abscesses, since the pleura does 
not become infected and the whole opration can be per- 
formed under the control of the eye. 


Surgical Treatment of Acute Pancreatitis by the Poste- 
rior Route. (Zur Chirurgische Behandlung der Akuten 
Pancreatitis von Riickwarts.) EpuARD STREISSLER, 
Graz. Archiv. fiir Klinische Chirurgie, September 23, 
1924. 

The posterior approach to the pancreas has been tried 

y numerous operators and is by no means new. In 

certain cases because of the peculiar localization and 

mode of spread of the abscess, the posterior approach is 
the method of choice. The indications for the use of 
this method are: 1, the development of a retroperitoneal 

abscess pointing in the back; 2, for counter-drainage in a 

Patient who has already undergone laparotomy; 3, the 
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persistence of septic symptoms after the establishment 
of abdominal drainage. An incision is made parallel to 
the 12th rib on the left side extending well out into the 
axilla. The kidney is drawn to one side and the retro- 
pancreatic fascia incised. By this method all of the pan- 
creas except a part of the head lying to the right of 
the vertebral column is easily exposed. 


An Unusual Referred Pain in a Case of Chronic Ap- 
pendicitis. Sir Bruce Bruce-Porrer, England. The 
Lancet, September 6, 1924. 

This case is that of a man of 51 who for 5 years had 
recurrences of severe pain in the right chest over the 
nipple area which was treated as due to angina and at 
one time to duodenal ulcer or gallstones. The author 
noticed that there was definite resistance over the ap- 
pendix area in pinching up the skin and that this always 
reproduced the thoracic pain. A laparotomy revealed 
old and recent inflammation of the appendix, which was 
removed, and no other lesion. The pain ceased and has 
not recurred. 

Special Danger of Strangulation in Femoral Hernia. 
T. Turner Tuomas, Philadelphia. The Atlantic Medi- 
cal Journal, October, 1924. 

The femoral ring is very definite but the rest of the 
femoral canal is very vague and indefinite. The ring is 
so small or narrow and its boundary so firm and rigid 
that when intestine or other structure as thick and firm 
passes through it into the hernial sac, the patient, in most 
cases, if not in all, will become conscious of more or 
less distress. When there is no distress in the presence 
of contents in the sac these are probably omental. 

Strangulation is relatively much more frequent in 
femoral than in inguinal hernia because of its small rigid 
ring, especially its sharp inner margin, Gimbernat’s liga- 
ment. j 


Diaphragmatic Hernia, Non-Traumatic. Morris I. Brmr- 
MAN, Washington, D. C. Radiology, September, 1924. 
Non-traumatic diaphragmatic hernia is due to con- 
genital maldevelopment. A large percentage of cases 
occur in infants. 

The clinical history of this condition may be very mis- 
leading. Often there is no history whatever. 

Where clinical evidence does occur, there is frequently 
distention of the affected side, with fullness of the inter- 
spaces; displacement of the heart to the unaffected side, 
usually the right; diminished thoracic motion; absence 
of Litten’s sign; sometimes tympanitic resonance and 
sometimes dullness; normal pulmonary resonance with 
vesicular breath sounds over the upper half of the chest. 
In place of the respiratory murmur there may be splash- 
ing and metallic sounds, with a great variation of these, 
according to the degree of fullness of the stomach. 
When the stomach or intestines contain food or liquids 
the adventitious sounds are marked, but when the stom- 
ach and intestines are empty there is frequently entire 
absence of any signs whatever. This periodical varia- 
tion with relation to meals is highly important evidence 
toward the final physical diagnosis. 

The most important symptoms experienced by the 
patient are dyspnea on exertion or on lying down, par- 
ticularly when lying on the right side; intermittent rapid 
pulse and feeling of suffocation; generalized pains ‘and 
increase of dyspnea after meals; rumbling in the chest; 
feeling of fullness and oppression in the chest after 
meals; occasional vomiting, sometimes bloody; consti- 
pation, dysphagia, and malnutrition, 

The most important conditions from which diaphrag- 
matic hernia must be differentiated, and which are the 
most confusing clinically, are: hydro- and pneumothorax, 
lung abscess, tumors and eventration of the diaphragm. 


Report of Some Observations of the Effects of Radium 

Therapy in Cases of Large Uterine Fibroids. Curtis 

F, Burnam, Baltimore. American Journal of Obstet- 
rics and Gynecology, October, 1924. 

More than 50 per cent of large uterine fibroids can be 

made to disappear completely by appropriate’ radium 

radiation. This can be accomplished at practically no 
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risk to the patient, with very little discomfort, and with 
little loss of time from the ordinary duties of life, and 
without in any way complicating operative procedures, 
should they develop to be necessary later. The risks 
of operative interference in cases with heart, renal, 
metabolic and other general complications, should be 
carefully weighed in deciding on treatment. The amount 
of dosage necessary to produce a satisfactory result is in 
no way dependent on the age of the patient. It is possi- 
ble in some cases of large fibroids to remove the fibroid 
completely and to preserve both the power of menstrua- 
tion and reproduction. This has a particular interest in 
the younger, healthier women. 


Transposition of the Ovary with Its Vascular Pedicle 
into. the Uterus After Salpingectomy. Jechnic and 
Anatomical Results (Twenty-three Operations). THEo- 
poRE TuUFFIER, Paris. Surgery, Gynecology and Obstet- 
rics, October, 1924. 

It is justifiable to transpose an ovary with its pedicle into 
the uterine cavity in order to preserve menstruation and the 
possibility of impregnation in women who have undergone 
double salpingectomy. Sterility due to lesions which are 
seemingly benign or unrecognized is so freguent that it 
opens up a possibility for the application of this operative 
measure. Tuffier describes the technic and precautions of 
his operation, 


The Study of Tumors of the Bladder by Means of 
Pneumo-Roentgenography. G. E. Prauter, Philadel- 
phia. Radiology, September, 1924. 

Pfahler concludes: 

1. Injection of the bladder with air is practical and 
with proper precautions is harmless. 

2. Tumors can be definitely outlined, and when judged 
by their size, shape and general character, in conjunction 
with the clinical history and symptoms, a diagnosis as to 
their nature can generally be made. 

3. Pneumo-roentgenography can be used when for 
some reason a cystoscopic examination is impossible or 
impractical on account of the field being partly obscured 
by blood. 

4. It is less painful and generally less objectionable to 
the patient than the cystoscopic examination, and can be 
carried out wherever there is an expert roentgenologist. 

5. Observations of progress during the treatment of 
carcinoma of the bladder by radiation may be made from 
time to time by this method. 


Bilateral Nephro- or Ureterostomy in Cases of Inoperable 
Bladder Cancer. (Nephro- ou Urétérostomie dans les 
cas de cancer inoperable de la vessie.) A. DAmsKI, 
Smolensk. Journal d’Urologie, August, 1924. 

Damski objects to the opinion of Legue and Papin 
that inoperable cancers of the bladder should be treated 
by the establishment of bilateral ureterostomies. He 
points out that in all the cases reported by Legue, death 
supervened and that the patients were not even relieved 
temporarily. In the author’s opinion this procedure 
should be reserved for those cases in which the condition 
of the tumor leads to the impression that by diverting 
the urinary stream, the vesical tenesmus may be relieved. 
Otherwise this procedure has not even a palliative sig- 
nificance. 


Modern Methods and Results of Treating Malignancy 
of the Bladder. Hermon C. Bumpus, Jr., Rochester, 
Minn, The Journal of the A.M.A., October 11, 1924. 

Bumpus concludes: 

1. A simplified classification of tumors of the bladder 
is to be desired. Broder’s grading of malignancy con- 
stitutes a reliable and useful-simplification. 

2. Reexamination of patients who have been treated 
for tumor of the bladder is necessary because of the 
high incidence of recurrence following all types of treat- 
ment. 

3. Radium alone in the treatment of malignancy of 
the bladder is not successful in cases in which other 
methods of treatment cannot be used. 

4. Radium is most useful in association with fulgura- 
tion or operation. 
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5. Radium treatment followed by operation produces 
poor results. If radium has been applied to malignant 
growths, the treatment should not be changed later to 
surgery. 

6. Tumors of a low degree of malignancy that are too 
extensive to fulgurate or excise are best treated by 
cautery. Cautery is not applicable to tumors of higher 
degrees of malignancy; they should be treated by exci- 
sion or resection. 

7. The degree of malignancy of the tumor is the great. 
est factor in determining the final results of any type 
of treatment. 

What the Cystoscopy of Today Means to Physician and 
Patient. P. S. Petouze, Philadelphia. Medical Journal] 
and Record, October 1, 1924. 

Pelouze thus summarizes: 

1. Cystitis is almost always a symptom and not a 
disease. 

2. Frequency of urination is often the first symptom 
of grave disease and merits the closest study. 

3. Hematuria is almost always due to a lesion of such 
gravity that it will cost the patient’s life or health if 
not corrected. 

4. Pyuria may be equally as important to the patient 
as hematuria. 

5. Renal tuberculosis is usually called cystitis for sey- 
eral years. It is generally unilateral at first and to cure 
the patient nephrectomy must be done before the other 
kidney is involved. 

6. The calculous kidney if untouched generally goes 
on to its destruction. 

7. Pyelitis is the name of a condition that is rarely 
uncomplicated. It is often a transitonal stage in pyo- 
nephrosis. 

8. Ureteral calculi often lead to useless appendectomies, 

9. The classical symptoms of vesical stone are more 
often due to tuberculosis or papilloma than to stone. 

10. Vesical papillomata are potentially malignant but 
cystoscopically curable. 

11. A large proportion of vesical carcinomata were 
ied papillomata that should have been removed 
then. 

12. Palpation in renal disease is a fertile source of diag- 
nostic error. The good kidney, with its compensatory 
hypertrophy, is more likely to- be left than the diseased 
one and just as likely to produce pain. 

13. Pain is often as unreliable as palpation. It may 
be distant from the disease or upon the opposite side. 

14. Middle lobe prostatic hypertrophy, though always 
obstructing, cannot be felt per rectum. 

15. Vesical tabes gives all the symptoms and signs of 
prostatism in the absence of any obstruction at the 
vesical outlet. 

Few, if any, of these things can be properly solved 
without the use of the cystoscope and its appliances and, 
as there is no community of size in which such conditions 
are not plentiful, there should be many more skilled 
cystoscopists than there are. 

Turpentine by Injection in the Treatment of Epididy- 
mitis. ALPHONSE A. WreEN and JosepH L. TENEN- 
BAUM, New York. Surgery, Gynecology and Obstetrics, 
October, 1924. 

One hundred cases of epididymitis were subjected to treat- 
ment exclusively by injection of an emulsion of 20% tur- 
pentine in olive oil upon the pelvic bone fascia at intervals 
of 2 days, each injection containing from 0.5 to I 
centimeter of the emulsion. The injections were followed, 
in the majority of cases, by analgesia and involution of the 
tumor-like swelling. The number of injections varied be 
tween one to seven in a case. Usually three to four injec 
tions sufficed. 

In round figures, in one-half of the cases, one injection 
sufficed to bring about the desirable change in the inflam- 
matory condition almost with the suddenness of a crisis 
Six to 12 hours after the first injection all pain stopped o 
was alleviated to a great extent and the epididymis 
be palpated without eliciting appreciable tenderness. 
inflammation subsided rapidly and adhesions disa 
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during the first 48 hours. The size of the swelling, reach- 
ing that of an adult’s fist, shrank, within 2 days following 
the injection, to one-half or so of its previous size. How- 
ever, there were’ exceptions to the rule. In about 20% of 
the cases, in spite of the rapid disappearance of the pain, 
the reduction in size was iess noticeable, the latter being 
either little affected or the involution pursuing a slow course. 
But even under those circumstances the patients were able 
to go about their work without discomfort. 


The Functional Result of the Arthrodesis Operation on 
the Shoulder Joint in Cases of Paralysis of the 
Deltoid. G. AspLunp, Stockholm. Acta Chirurgica 
Scandinavica, Vol. LVII, Fase III-IV. 

The author reports on a medical re-examination of a 
number of children in whom paralysis in the shoulder- 
joint had arisen from infantile paralysis, and upon whom 
he carried out the arthrodesis operation some ten years 
ago. In seven out of the eight cases treated the func- 
tional result is satisfactory, in two cases very satisfac- 
Bey, while all the patients have derived decided practical 
benefit. 

The power of lifting the arm varies between 50° and 
150°; in four cases the result at the time of the operation 
has been maintained; in one case it has been considerably 
improved; in three cases deterioration has taken place, 
though in one of them it is only slight. 

There is no contraindicant to operating on a child in 
early years. The result that is the best of all functionally 
is that in a child operated upon at four years of age. 

In four cases a bony ankylosis resulted, in the others 
afibrous. The latter cases also display satisfactory func- 
tional results. 

There is no evidence of a greater degree of shortening 
of the arm in the cases of the younger patients as com- 
pared with the older ones. The shortening varies be- 
tween three and five centimeters, and is chiefly due to 
the general atrophy that a paralytic extremity displays. 
The author has established the correctness of this view 
in a number of patients who have not had the operation 
performed on them. 

When possible, the operation should be at an early 
age and not be postponed. The long period requisite for 
the fixation, during which the patient has to remain in 
plaster of Paris, is much less irksome to a child than to 
an adult. . 

The operation should not be confined solely to those 
cases where there is a relatively isolated paralysis of the 
deltoid. An arm that is considerably impaired in other 
ways may derive appreciable advantage from the arthro- 
desis operation on the shoulder-joint, and if it is not 
resorted to, the arm must remain to all intents and pur- 
poses useless. In six of the eight cases the function of 
the elbow-joint has been manifestly improved by the 
operation on the shoulder. 

No scoliosis of any importance has resulted from the 
operation in any case. The author warns against fixa- 
tion of the joint in too pronounced an abduction. From 
80° to 90° is sufficient. A slight outward rotation pos- 
ture of the arm seems the most suitable to counteract 
the tendency towards a pronated posture of the forearm. 


Seven Cases of Arthroplasty. OpeLperc, Stock- 

pea Acta Chirurgica Scandinavica, Vol. LVII, Fasc 
-IV. 

The author gives an account of 5 arthroplasties of the 
elbow joint and 2 of the hip—of which the former gave 
extremely favorable results, the latter less so. In all the 
tases freely transplanted fascia lata were employed in 
order to disguise the surfaces of the joints. Twice the 
operation was performed on joints that years ago had 
been radically operated upon for tuberculosis. 

The Effect of Pressure on Articular Surfaces in Pyo- 
genic and Tuberculous Arthritides and Its Bearing 
on Treatment. Datias B. PuHemister, Chicago. An- 
nals of Surgery, October, 1924. 

Rational management of pyogenic arthritis consists in 
carly and free drainage and, whenever possible, exten- 
Sion of the joint. Mobilization with the weight lifted 
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should be inaugurated as soon as one feels that it will 
be tolerated. Whether or not it should be carried out 
from the beginning of treatment is a question that is still 
open for debate. Mobilization in arthritis is often very 
difficult to carry out, because of the severity of the 
general condition, as sepsis, or of the regional condition, 
as osteomyelitis, of which it is a complication. In general, 
mobilization should be started only after the peak of the 
acute infection has been passed, and extension should be 
continued along with it until general symptoms have 
partially subsided and the discharge has become slight 
and has lost its purulent nature. By that time the danger 
of augmenting by pressure the infection of articular sur- 
faces has passed and motion for the purpose of restoring 
function may be pushed to the limits of toleration. 
Rontgenograms ‘of joints in continuous extension show 
that it is difficult to procure any appreciable amount of 
separation of articular surfaces unless considerable weight 
is applied. 

Immobilization without extension of the joint in the 
earlier stages of tuberculous arthritis should theoreti- 
cally be the best method for preservation of cartilage at 
the points of contact and pressure. Extension would 
tend to pull the surfaces apart and in that particular 
would enable the granulation tissue to get at and de- 
stroy more of the articular cartilage. As previously 
stated separation by extension is difficult of accomplish- 
ment. At the same time extension brings into play the 
favorable factor of fixation, which tends to lessen the 
extent of the tuberculous changes. This makes it diffi- 
cult to estimate the separate effects of extension and of 
fixation on the articular cartilage. If preservation of 
articular cartilage is what is desired, there are in the 
pathological findings certain grounds for believing that 
it is more likely to be realized from fixation alone than 
from fixation plus extension. 

Synovectomy in Chronic Infectious Arthritis. Pau. P. 
Swett, Hartford, Conn. The Journal of Bone and 
Joint Surgery, October, 1924. 

In the series of 20 patients the joints treated were one 
wrist, 3 elbows, and 26 knees, making a total of 30 
synovectomies. In none of these was there the slightest 
operative complications, sequelae, or constitutional dis- 
turbances; the operation is well borne and relatively free 
from surgical hazard. As to the theory that the opera- 
tion might promote the return of joint function, 17 out 
of the 20 cases indicate very clearly that this may be 
expected, because in these 17 patients the ultimate result 
has been a prompt return of comfortable motion without 
subsequent relapse. It was striking to find the operated 
joints remaining freely movable and painless in two in- 
stances where there have been marked exacerbations in 
the other joints. 

Synovectomy is an operation that warrants further 
trial in carefully selected cases of chronic infectious 
arthritis. It may be expected to promote the restoration 
of function to those joints in which resolution of the 
exudate has been delayed. It may, also, prevent the 
further destruction of the cartilages and the secondary 
ankylosis which would result from the prolonged pres- 
ence of large amounts of organized inflammatory 
exudate. This operation is applicable to those joints in 
chronic infectious arthritis in which there is delayed 
resolution of the synovial exudate. It should be done 
before bone and cartilage changes occur, in the hope of 
Bone and cartilage changes 
do not contraindicate synovectomy, but the resultant 
benefit may be prejudiced by such changes and to a 
degree in direct proportion to their extent. 


Radicular Pain and Its Relation to Spondylitis Defor- 
mans from a Neurological Viewpoint. Cuaries Ros- 
ENHECK, New York. Medical Journal and Record, 
September 3, 1924. 

Excluding the cord proper from direct involvement in 
the average case of spondylitis, we can explain the phe- 
nomena that occur in this type of vertebral disease, as 
the result of irritation or compression of the spinal roots 
in their intervertebral course. These are paroxysmal 
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or continuous pain, paresthesias, either subjective or ob- 
jective, sensory and motor defects and reflex anomalies. 
Complete and incomplete forms abound. (One is im- 
pressed by the amount of abuse the spinal roots can be 
subjected to without seriously crippling their functions.) 

Most of these types showed involvement of the lumbar 

vertebrae or lumbosacral portion of the spine. While 
the x-ray readily revealed the disease process in a major- 
ity of the cases, a considerable number failed to show 
any disease. In spite of the negative réntgen picture, 
the spondylitis existed. One may venture the supposi- 
tion that in these cases, exudates about the nerve roots 
are responsible for the symptoms. Bony overgrowth 
is probably a later manifestation and hence more readily 
discernable on the plate. 
_ The root symptoms were in relation to the vertebrae 
involved, and were as a rule indefinitely localized by the 
patient. This can readily be explained by the fact that 
a number of roots are usually involved—some consider- 
ably, others very little. While sciatic pain distribution 
was common enough a number complained of pain 
sharply limited to the outer and anterior aspect of the 
thigh. In these cases the upper lumbar roots had borne 
the brunt of the underlying bony affection. Degenerative 
disease of the sciatic nerve—a true neuritis—was not 
seen as often with spondylitis, as with sacroiliac affec- 
tions. This may be explained by the fact that in spondy- 
litis the roots are involved while sacroiliac disease affects 
the plexus, the latter being more vulnerable to neuritic 
changes. 

The reflexes in a number of cases of spondylitis 
showed alterations. The presence of unequal knee re- 
sponses in persons past middle age, need not necessarily 
imply lues of the spinal axis; spondylitis of a localized 
character may be responsible for such reflex alterations. 


Low Back Pain as Seen in an Orthopedic Clinic. J. 
Avzert Key, St. Louis. The American Journal of the 
Medical Sciences, October, 1924. 

Anatomically these cases can be divided into lesions of the 
lumbar and lumbosacral regions and lesions of the sacro- 
iliac joints. Clinically they fall into three fairly well- 
defined groups: 

1. Definite injury or disease other than chronic arth- 
ritis. 

2. Chronic arthritis involving the spine and pelvic 
joints. 

3. Strains of the lumbosacral and sacroiliac joints. 

The first group comprises tuberculosis of the spine or 
the sacroiliac joints, neoplasms, fractures (including 
Kummel’s disease), dislocations, Charcot of the spine, 
acute arthritis of the spine, very rare pyogenic, typhoid, 
or syphilitic infection of the spine, myositis, contusions, 
atypical sprains and occasionally a cord or caudal tumor. 
The entire group makes up only from 5 to 10% of the 
low back cases. 

About 30 to 35% of the low back cases have chronic 
arthritis, which is usually demonstrable in the roentgeno- 
gram. Chronic arthritis of the spine may be divided into: 
1. Ankylosing; 2. Atrophic; 3. Hypertrophic. 

The strains of the low back comprise the great ma- 
jority of the cases coming to the orthopedic clinic com- 
plaining of pain in this region. If we include the arth- 
ritics whose symptoms are due to strain about 80 to 85% 
of the low back cases can be classed as strains. 

Anatomically they can be divided into lumbosacral (80 
to 85%) and sacroiliac (15 to 20%) strains. Clinically 
the lumbosacral strains can be subdivided into those of 
sudden onset with known cause, those of gradual onset 
without known cause and postural strains. The lumbo- 
sacral strains of sudden onset are the most common of 
the low back strains (35 to 40%). 

The character and distribution of the pain are quite 
characteristic, though its degree and extent are variable. 

In distribution the pain in the beginning is unilateral 
and most acute at a point just mesial to, and slightly be- 
low or above, the posterior-superior spine of the ilium, 
In the mild cases it remains in this region. In the most 


severe cases there is apt to be pain on the opposite side 


PROGRESS IN SURGERY 


1924 


and in the lumbar muscles, but it is always most severe 
on the affected side in the region over the lumbosacraj 
joint and ligaments. In the severe cases it is very com- 
mon to have the pain appear some days later in the 
lower extremity on the affected. side. 

The sacroiliac strains may be acute, with or without 
trauma, or gradual. The pain is usually severe at night 
especially upon turning over in bed, and may be a sharp 
pain or a dull ache. In others the pain is relieved by 
recumbency, but is acute on sitting up or walking, 

Other than the location of the tenderness below the 
posterior-inferior spine, the characteristic sign in sacro- 
iliac strain or disease is the ability of the examiner to 
elicit pain by putting strain upon the sacro-iliac joints 
without causing movement or strain in the lumbosacral 
region. This can be done by strongly compressing the 
anterior-superior spines of the ilia. 

The author summarizes: 

In the great majority of cases of low back pain and 
sciatica the symptoms are due to strain in the lumbo- 
sacral or sacroiliac regions. The lumbosacral strains are 
about four times as frequent as are those of the sacro- 
iliac joints. Occasionally both regions are involved, 
These low back strains may be due to trauma or to 
postural defects, and they may be acute or chronic. In 
patients beyond the middle life hypertrophic arthritis of 
the spine is a frequent complication. The mode of onset, 
character and distribution of the pain, the location of 
the tenderness, the limitations of motion and the pain 
elicited by movement of the spines and hips are charac- 
teristic for each type of. strain. There are, however, 
wide variations in the severity of the symptoms in 
strains which are essentially of the same type. 

_The diagnosis of the type of strain is made from the 
history and physical findings. A roentgenogram is of 
value in ruling out injury or disease of the bone, in 
determining the extent of arthritic changes, if present, 
and in detecting congenital anomalies of the spine. It 
does not differentiate between lumbosacral and sacro- 
iliac strains. Sacroiliac luxation with slight displacement, 
demonstrable by the roentgen-ray, apparently does not 
occur. The characteristic symptoms and physical find- 
ings of each type of strain are described. 

It is important to make a definite diagnosis if possible 
and direct the therapy accordingly. Sedatives, rest in 
bed, support to the strained region, corrective exercises 
and physiotherapy are used in handling these cases. In 
arthritic cases the arthritis also should receive attention. 

_ The prognosis is, as a rule, good. Chronic and recur- 
ring cases usually require a longer time for cure. Sacrali- 
zation of the fifth lumbar vertebra makes the prognosis 
more grave, as these cases may be prolonged and diffi- 
cult to relieve. Arthritis of the spine renders recurrence 
more likely. 


Low Back Strain, With Particular Reference to Indus- 
trial Accidents. E. G. Brackett, Boston. The Jour- 
nal of the A. M, A., October 4, 1924. 

As an aid in the determination of the gravity of the 
lesion in the low back, these cases of so-called strain are 
considered from two points of view: first, in relation to 
the character of the violence causing the injury, and, 
second, in relation to the condition existing in the spine 
at the time of the injury. In general, the injury occurs 
either as a local wrench, almost always in the lumbosac- 
ral area, or as a general strain involving a larger area, 
and in each, the mechanical etiology often has a direct 
bearing in the diagnosis, and also may be of aid in form- 
ing an estimate as to the degree of resulting disability. 
There are two special conditions under which the vio- 
lence may be incurred in these back sprains. In the one, 
it results from and during some severe muscular exertion 
on the part of the subject. In the other, it results from 
an external mechanical violence exerted on the subject, 
and independent of him. Brackett’s paper deals prin- 
cipally with residual cases showing persistent disability, 
in which there is an anatomic or a structural basis. The 
important feature of the sprain injuries of spines that are 
the seat of a pathologic process, usually ostearthritis, lies 
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“are, for the most part, microscopical. : 
diagnosis is offered on the bone changes seen in the 
‘Toentgenogram, it is proof positive that the disease is 


of 


in the fact that the symptoms arise largely from the vio- 
lence to joints already diseased, rather than from the 
violence of the strain itself. It is essential to remember 
that a spine may present an extensive degree of ostear- 
thritis sometimes localized to a small area, sometimes 
more widely distributed, and yet be without prominent 
symptoms, and, moreover, these conditions can even exist 
without the patient’s being aware of their presence. The 
restriction of the motion may develop so gradually that 
the patient gradually and unconsciously adapts himself 
to the limited activity, provided no acute or sensitive con- 
dition develops from trauma or other cause to give rise 
toacute symptoms. In order to differentiate the cases of 
true disability from those not real, in dealing with these 
cases of back injury showing a degree of persistent dis- 
ability, it is necessary to keep in mind the part that may 
be played by some pathologic or abnormal condition in 
the spine existing at the time of the accident. It brings 
into prominence the question of the suitability of many 
of these patients for the severe forms of work, requiring 
hard but normal physical exertion, and the responsibility 
that this previous condition of potential weakness carries 
over to the stage of persistent disability after the injury. 
How long a patient would have been able to continue his 
work with such a pathologic condition of the spine, and 
without an injury to bring on a crisis, is a question, yet 
the injury as the determining factor in the establishment 
of a disability cannot be disregarded. The advisability 
of employing these men indiscriminately for laborious 
work is debatable. In regard to the treatment of this 
group of persistently disabled persons who are found 
to have definite defects, the demand is for definite and 
radical measures. The ordinary apparatus applied for 
support and protection and the measures of physiother- 
apy give only temporary relief to these patients. A spine 
once the seat of injury because of defect can hardly be 
expected to endure the repeated stress with impunity. 
The only definite way of remedving a loose or defective 
atticulation of this kind is to fix it firmly by a bony union. 


A Clinical Study of Ununited Fractures with Special 
Reference to the Inorganic Bone-Forming Elements 
in the Blood Serum. Henry A Petersen, Baltimore. 
The Journal of Bone and Joint Surgery, October, 1924. 

In many cases of ununited fractures, there is as an 
underlying hasis a constitutional disturbance responsible 
for the condition, demonstrable as a deficiency in the in- 
organic bone-forming elements of the blood. This defi- 
ciency shows itself as either a low phosphorus or a low 
calcium content, in most instances the former. In those 
patients presenting a low phosphorus there is usually an 
abundant callus, but not calcification: whereas those 
patients with low calcium usually show little or no callus. 

No healing of the fracture takes place when the inor- 
ganic constituents, calcium and phosphorus, are so re- 

duced that the product of these elements is less than 30 

mems. per 100 cc; little healing takes place between 30 

and 35: active healing results with a product between 

35 and 40. Patients with ununited fractures in whom 

there is a deficiency of one or the other of these elements 

will, when the deficiency is compensated, go on to heal- 
ing. 


The Diagnosis of Acute Osteomyelitis by X-Rays. Frep- 
ERICK W. O’Brien, Boston. The Boston Medical and’ 
Surgical Journal, September 11, 1924. 

f by acute one understands twenty-four to seventy- 
two hours after onset, a positive diagnosis of acute osteo- 
myelitis cannot be made by z-rays for the obvious 
treason that the x-rays do not reveal the changes which 
i When a positive. 


no longer acute, but rather subacute or chronic, since 


‘demonstrable changes do not appear in the roentgeno- 


8ram sometimes for as long a period as weeks, and cer- 
tainly not earlier than six days after the onset of a train 
symptoms that connote immediate surgical interfer- 


A negative diagnosis of acute osteomyelitis based on 
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no demonstrable x-ray evidence of bone changes in a 

patient presenting the classical clinical signs is prima 

facie evidence of the disease and should complete the 

surgeon’s judgment to operate without delay. 

The Fate of the Fractured Carpal Navicular. © KELLocG 
SPEED, Chicago. Annals of Surgery, October, 1924. 

The original fracture interference with the blood sup- 
ply cuts off nutrition to the cancellous structure. Should 
the condition be recognized and sufficient rest be offered 
the bone, revascularization with a saving of the bone 
may result. In the neglected cases bone death rapidly 
ensues, and the process of malacia or osteoporosis be- 
gins, ending in complete absorption of the main mass of 
the bone. 

Using the clinical and pathologic evidence obtained 
from a series of these injuries, Speed advises immediate 
and prolonged splinting of the fractured and undislocated 
navicular. If dislocation of fragment has occurred, re- 
moval is indicated. In all fractures unrecognized more 
than a few days operative removal of the whole bone 
promises the quickest return of function in the hand and 
wrist. Delay gains nothing. 

Treatment of Fractures of the Lower End of the Radius. 
(Traitment des Fractures de Vextrémité du Radius.) 
P. Desrosses and H. Cortev. La Presse Médical, 
September 17, 1924. 

In adults in cases of fracture of the lower end of 
the radius without marked displacement of the frag- 
ments, the author advises against the use of any sort of 
plaster splints or casts. In his opinion the most import- 
ant indication is the avoidance of stiffness. This is over- 
come by the early institution of motion. The fracture 
is reduced by gentle traction and supination without 
anesthesia. Thereafter the arm is protected by a poste- 
rior wooden splint well padded. Active motion is started 
immediately. Healing with complete restoration of func- 
tion should be obtained within 5 to 6 weeks. In chil- 
dren, because of the impossibility of control, a plaster 
cast is applied for a period of about 15 days. There- 
after massage and gentle active motion is permitted. 


Common Fractures of the Elbow-Joint in Children. 
Sr. J. D. Buxton, England. The Lancet, October 4, 
1924. 

In the treatment of fractures about the elbow-joint 
in children the following points are of importance: (1) 
efficient reduction; (2) position of acute flexion with 
supination; (3) avoidance of unskilled massage and early 
movements; (4) avoidance of lateral or side splints, 
which tend to deformity at the elbow, and right-angled 
anterior or posterior trough splints, which do not keep 
the fracture reduced and cause other untoward results; 
(5) operation is indicated when reduction is impossible 
or deformed union is present. 

Fibrous Ankylosis of the Hand Due to Prolonged 
Swelling. A. Bruce Gm, Philadelphia. The Journal 
of the A. M. A.. October 11, 1924. 

Gill asserts that fibrous ankylosis of the fingers which 
is due to prolonged swelling is one of the most common 
acquired disabilities of the hand. It may result from any 
fracture or dislocation in the upper extremity, and from 
extensive wounds and infections of the hand or forearm. 
It presents the chief disability which results from Colles’ 
fracture. In any surgical lesion of the upper extremity, 
the condition of the hand must never be lost sight of. 
All things that tend to produce swelling must be elimi- 
nated so far as possible, and the swelling must be active- 
ly combated from the very beginning. The deformity 
and disability is difficult of correction, and frequently 
disables the wage earner for long periods of time or even 
permanently. Owing to the frequency and the disabling 
nature of this lesion, the importance of its prevention 
cannot be exaggerated. It is probably the one most im- 
portant surgical condition of the hand. 

Etiology of So-called Osteochondritis Dissecans. (Die 
Etiologie der sogenannte Osteochondritis Dissecans). 
A. Ler, Graz. Archiv. fiir Klinische Chirurgie, Sep- 
tember 23, 1024. 


... After reviewing. the pathological changes and the clin- 
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ical problems arising in the course of the disease, the 
author concludes that this condition cannot be consid- 
ered as due to a low grade chronic infection. He di- 
vides this group of cases into three main divisions, the 
etype with a definite history of trauma to the internal 
condyle of the femur and with immediate onset of symp- 
toms, the type with a history of trauma at some previ- 
ous time and delayed onset of symptoms, the type in 
which there is no history of trauma but definite symp- 
toms which the patient refers to “rheumatism” or to 
having “taken cold.” The disease occurs mainly in 
young hard-working adults and is to be classed with the 
fractures rather than with the arthridites or the infectious 
bone processes. ; 
“Gonorrheal” Calcaneal Periostosis: An Ancient Mythi- 
cal Conception. Cuartes C. Mapes, Louisville, Ky. 
International Journal of Medicine and Surgery, Septem- 

ber, 1924. 

There exists no relationship between Neisserian, invas- 
ion and osseous excrescences in any location. Calcaneal 
periostosis, the only type hitherto presumed to be due 
to Neisserian invasion, occurs most frequently in indi- 
viduals with a negative venereal history. 

The etiologic factor responsible for exostotic or osteo- 
phytic development remains unknown. The treatment 
of calcaneal periostosis is surgical, the administration of 
vaccines, etc., representing the acme of = therapeutic 
absurdity. 


Book Reviews 


Modern Methods of Treatment. By Locan CLENDENING, 
M.D., Assistant Professor of Medicine, Lecturer on 
Therapeutics, Medical Department of the University 
of Kansas; Attending Physician, Kansas City General 
Hospital; etc. With chapters on special subjects by 
H. C. Nerr, M.D., E. H. Sxrnner, M.D., and E. R. 
DeWeEsse, M.D. Octavo; 692 pages; illustrated. St. 
Louis: C. V. Mossy Company, 1924. 

Professor Clendening’s book on Modern Treatment de- 
serves praise, for it is a refreshing presentation of the sub- 
ject. There is no attempt to make the volume exhaustive; 
for more extended treatment the excellent bibliographies 
are a guide. In the hands of students and practitioners of 
medicine this book gives enough of modern daily practice to 
stimulate further search on any desired topic. The plan of 
giving extended quotations from the introducers of impor- 
tant modern therapeutic procedures, as those from Withering 
and from Kussmaul, is admirable. The mechanical style 
ef the book is up to the high standards of Mosby. This 


volume is divided into two parts: general therapeutics, which — 


includes chapters on rest, drugs, biological therapy, opo- 
therapy, dietetics, hydrotherapy, massage, electrotheraneu- 
tics, psychotherapy. and special therapeutics, with chapters 
in which the special conditions amenable to therapy are dis- 
cussed. To students and practitioners the book will prove 
a stimulating introduction or an interesting review. 


Annals of Roentgenology. A Series of Monographic 
Atlases. Edited by James T. Cast, M.D., Ex- 


BOOK REVIEWS 


President of the American Roentgen Ray Society.” 


Volume Four Normal Bones and Joints, Roent- 
genologically Considered. Bv.Istmore Conn, M.D., 
F.A.C.S.. Professor of Clinical Surgery, Tulane 
University, Associate Senior Surgeon, Touro Infirmary, 
New Orleans, La. Large octavo; 220 Roentgen ray 
studies and 34 text illustrations. 

B. Horzer, 1924. 
We welcome the appearance of this, the latest of the 
none too many atlases of normal roentgenographic ap- 
pearances that have been published recently. Within 
the past year we have reviewed in these columns the 
fourth edition of Grashey’s atlas (German) and the 
- atlas of Bertwistle produced in England. Prof. Cohn’s 
excellent work presents some of the features of both of 

- these, but it represents a more 


New York: 


Novemser, 1924 


ent anatomico-roentgenologic study. It consists of +-ray 
pictures of the normal shoulder, elbow, wrist, hip, knees 
and ankle, taken at various ages to illustrate, especially 
ossification in and development of the epiphyses. These 
are accompanied by a concise but sufficient text explana- 
tion and discussion, the text including also, for each 
joint, a brief review of the literature, table of appear. 
ances of ossification centers, and a brief consideratioy 
of certain suggested surgical and other considerations, 
In the chapter on the elbow are included some roentgen- 
ograms and case reports of elbow fractures to illustrate 
these surgical considerations. 

The work might have been entitled, more accurately, 
atlas of joints of the extremities. There are no stud- 
ies of the bone shafts, of the hand or foot, the head, 
thoracic cage, clavicle, spine or pelvis. The book is 
attractive both typographically and pictorially, and is 
printed on a well selected coated paper that makes every 
half-tone admirably clear. There is an interesting “fore- 
word” by Matas, in part historical and in part explana- 
tory of the study on which the work is based. The atlas 
ought to have a wide appeal to surgeons and roentgen- 
ographers. 


The Operating Room. A Primer for Pupil Nurses. By 
Amy Armour SMITH, R.N., formerly Superintendent 
of Nurses at the S. R. Smith Infirmary, Staten Island, 
‘and at the Woman’s Hospital of the State of New 
York. Second Edition. Octavo; 383 pages; illus- 
trated. Philadelphia and London: W. B. Saunners 
CoMPANY, 1924. 

What Mrs. Smith modestly styles “a primer for pupil 
nurses” is, in fact, one of the best of modern manuals 
dealing with the duties and technics of operating room 
nurses. This edition contains about 70 pages more than 
the first, which appeared in 1916, shows general revision 
and appears to be quite up-to-the-minute. 


A Practical Medical Dictionary. By Tuomas Latsror 
STEDMAN, A.M., M.D., Editor of the “Twentieth Cen- 
tury Practice of Medicine” and of the “Reference 
Handbook of the Medical Sciences”; formerly Editor 
of the “Medical Record.” Eighth edition. Octavo; 
1146 pages; illustrated; flexible binding. New York: 
WILLIAM Woop CoMPANY, 1923. 

The last edition of this excellent and deservedly popular 
medical dictionary appeared but two years ago. This edition 
is said to contain many hundred new titles, many of which 
terms relate to dentistry. It seems to us quite proper that 
these should be included in a medical dictionary for the 
benefit not only of the practitioners of dentistry but also 
of those physicians who do not practice this specialty. 

As before, this dictionary is very attractive typographic- 
ally, is illustrated and is convenient to handle by reason 
both of the flexible binding and the marginal thumb index. 


Life Insurance Examination. Edited by Franx W. Fox- 
worTHy, Ph.B., M.D., Indianapolis, Indiana: Formerly 
Chairman, Medical Section, American Life Convention; 
President of the American Association of Medical Ex- 
aminers; Chief Surgeon, Indiana National Guard; 
Major and Surgeon, U. S. V., etc. Octavo; 738 pages; 
156 illustrations. St. Louis: C. V. Mossy Company, 


1924. 

Foxworthy’s book should win a place as a text-book be- 
cause examinations for insurance companies is a work that 
no medical man escapes at some time in his career. Written 
by medical directors of almost every important company @ 
America, the editor has been exceptionally fortunate ™ 
avoiding repetitious statements. The interesting history of 
life insurance and its various forms, and the general of- 
ganization of medical departments introduce the book. A 
chapter on the general conduct of the examinations is fol 
lowed by chapters on the special systems and their import 


-ance for life insurance. There are chapters on post-opera 


tive risks, malignant neoplasm and laboratory pro 
Finally, there are special chapters on fraud and legal aspects 
covering a very extensive subject-matter. The hook % 


remarkably well balanced, and sound in its discussions 
advice. 
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